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Dvurine the past few months the tabulation of the statistics of some 
forty cases of eclampsia, the majority of which had been seen, and 
had been under treatment in the wards of the Montreal Maternity 
during the previous four years; and, more recently still, a compila- 
tion of the medical report of that hospital for the past year, have 
given me an opportunity to become familiar with certain features 
of our general work which have impressed me strongly. Two of 
these features which stood out so prominently that they seemed the 
most worthy of attention were the results of induction of labour and 
those of accouchement forcé by Harris’s method. I have sometimes 
wondered if the principles from time to time laid down in obstetric 
transactions are those best suited to guide men in need of help. 
While a consulting obstetrician must be ready for any emergency, 
and must be able to treat such emergency, either surgically or 
obstetrically, it would seem the duty of the teacher of obstetrics to 
lay down general principles of treatment which shall be applicable 
no matter what the surroundings or circumstances. 

We have passed the stage when a definite degree of pelvic 
contraction was regarded as an indication for one or other obstetric 
operation, and are practically agreed that the results of labour in 
contracted pelves are frequently as satisfactory as when the pelves 
are normal. For example, records of 3,000 cases in Montreal show 
an average of about 11 per cent. of contracted pelves. During the 






*This paper was prepared for, and read in a modified form, before the 
Obstetric Section of the Academy of Medicine of New York in November 1909. The 
material is from the Montreal Maternity by courtesy of Professor Cameron, though 
the cases reported are, with but few exceptions, those operated on by the writer. 

Cases marked * are those operated on by other members of the Staff. 
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past year I find that with 87 contracted pelves there were 70 normal 
labours, and but 17 instances of dystocia. That is, 80 per cent. of 
these labours terminated without interference. Not only was this 
the case, but the difficulties, when encountered, were rarely great, 
and of major operations Cesarean section was the only one necessary. 
This was done twice, once on account of the presence of an ovarian 
cyst in a patient who had previously been delivered by version, 
and once upon a patient sent to us after repeated attempts at delivery 
with forceps outside the hospital, where the modern and simple extra- 
peritoneal section gave us a live child (which unfortunately died) 
and an excellent result for the mother. 

Now, if we consider that normal labour occurred in 80 per cent. 
of the 11 per cent. of all cases in which the pelvis was more or less 
contracted, it is a simple deduction to see that pelvic dystocia may 
be expected in about one of fifty cases; and if we exclude from 
these those in which forceps or version may be employed with 
advantage, the chances of serious pelvic dystocia are seen to be 
extremely remote. True, these rare cases of serious dystocia may 
occur in the wilderness as well as in the city, but it has always 
seemed to me that if more time could be devoted to teaching the 
importance of the early recognition of disproportion between head 
and pelvis, and to the possibility of the incidence of serious trouble, 
rather than to giving at length the technique of various operations 
which are rarely to be employed—and which are frequently 
practised solely with the object of becoming familiar with them that 
they may be used should the rare emergency arise—the necessity for 
hurried interference would be still further minimized. 

Of the recently introduced operations, pubiotomy and the various 
modifications of abdominal section have undoubtedly marked 
advance in obstetric practice, and for each it is possible to ascribe 
definite spheres of usefulness in which their application may render 
it possible, with a minimum of risk to the mother, to save many 
children that formerly would have been sacrificed by craniotomy. 
It is possible that to the success of these advances along surgical 
lines we owe the favourable reception of two other operations— 
namely, multiple incisions of the cervix and the so-called vaginal 
Cesarean section. These, I fear, have been practised frequently 
without sufficient regard for anything but the inauguration of the 
so-called surgical era in obstetrics. It is on account of the wide- 
spread notice that these two operations have obtained that I would 
bring before you to-night the results gained by two other and older 
operations which, in our hands, have served to fulfil all purposes, 
or practically all purposes, which the other two have been chosen 
to serve. 

I would bring to your attention the favourable results gained 
by the induction of labour, and by manual dilatation of the cervix, 
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under indications that have been quite as various as those suggested 
for the more modern treatment, and leave to your judgment the 
value of those results. 

I say purposely “induction of labour,” rather than “ induction 
of premature labour,” for the latter, usually associated with the 
treatment of labour where the pelvis is contracted, has, in our 
experience, been most unsatisfactory. We shall see that in half of 
all cases in which labour is induced further interference is necessary 
for its completion, and that this may be sufficient to jeopardize 
further the life of a child already of low vitality. This necessity 
for further operation along with induction has resulted in the loss 
of three of five children in cases where the original operation was 
primarily for the sake of the life of the child. The results would no 
doubt have been infinitely better had the patient been allowed to go 
to term, and then, if, after a trial in the second stage, the head 
had failed to engage, or, after partially engaging, was arrested, 
version, pubiotomy or Cesarean section could have been performed. 
Against such a course there can be no objection, provided the 
indications have been so established. 

Apart, however, from induction of labour where the pelvis is 
contracted, this operation may be of value in many instances of 
disproportion between the head and pelvis, particularly in a large 
number of cases where patients carry the child beyond what is 
ordinarily regarded as term. The frequency of protraction of 
pregnancy is becoming more and more widely recognized, and, 
according to the authorities in Winckel’s System, occurs in 16 per 
cent. of all pregnancies. Attention to this class of cases was recently 
called by Prof. Adam Wright, of Toronto. During the past few 
years there have been a number of serious cases of dystocia, particu- 
larly among the private patients in hospital, on account of the birth 
of a child unusually large or exceedingly heavy, even though the 
pelvis was normal. Against induction in these cases nothing can 
be said, and we shall speak later of the indications for its employ- 
ment, 

Vaginal Cesarean section has been recommended in cases where 
the cervix is rendered abnormal by carcinoma, fibroids or extensive 
scars; yet everyone will admit that these conditions are unusual, 
and comparatively rare. It has further been suggested in eclampsia, 
placenta previa, heart disease, nephritis, chorea, vomiting of 
pregnancy, tuberculosis, intrapartum infection, and in general 
terms, where there is urgent danger to the child, e.g., by prolapse 
of the umbilical cord. It is the purpose of this paper to give the 
results of a different treatment—more particularly in these latter 
classes of cases—which is adapted to the needs of the general 


practitioner as well as the specialist, and to ask your consideration 
of the results. 
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InDUCTION OF LABOUR. 


Labour has been induced 46 times in the series of 3,000 cases 
for the following indications :— 


Toxemia ... ... in 36 
Disproportion laneness ee oul pelvis, 
pelvis contracted ... ... ... ... 8(4ator beyond term) 
Protracted pregnancy, pelvis sean . 
Tuberculosis 
Pyelitis j 
Cardiac osultGane day 
Dead child 
Lues ‘ 
Typhoid fever er 
Diabetes ' 
Fever intra partum ... 
Persistent vomiting ... 


— mm 2 WD AW DD WD WT OC 


Method. The method employed was as follows:—With the 
patient in the lithotomy position the vulva was shaved, then cleansed 
as if for the purpose of making a vaginal examination. The cervix 
was exposed by means of a bivalve speculum, and the anterior lip 
fixed with a tenaculum. A medium-sized rectal tube, about 25 cm. 
long, in which small holes, about ?/,,ths of a cm. in diameter, were 
made at intervals of about 5'cm., was fixed upon a flexible metal 
director, inserted about 5cem. from its tip. The metal director 
served to hold the bougie steady during its passage into the cervix, 
and after director and bougie had passed into the cervix the director 
was steadied and the rubber tube shoved up between the membranes 
and the uterus by means of a long forceps. The director was then 
reinserted into the next opening in the tube, passed up until it was 
well within the cervix and the tube again shoved up into the uterus. 
In this way it was possible to pass the tube through the cervix as if 
it were solid, and yet allow the freest of excursion once it lay between 
the uterus and membranes. If perchance the tip of the tube came 
in contact with the placental site, or if any vessel were broken 
across, the blood flowed at once through the lumen of the tube, and, 
when this was noted, the tube was cut across and its free end passed 
up into the cervix, thus stopping the bleeding by making what was 
practically a concealed hemorrhage. In most cases, however, the 
entire tube was passed into the uterus. . The softness of the tube 
precluded the possibility of perforation of the uterus, and the 
membranes were never ruptured. 

Time. The average time from the introduction of the bougie 
till the onset of labour was six and a half hours, the shortest time 
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was about half an hour, and the longest twenty-four hours. In four 
instances two applications were necessary, but in all of these a gum 
elastic catheter was used in the first instance. In no instance where 
the large rubber tube was used in the way I have described was a 
second operation necessary. Twice the membranes ruptured prema- 
turely, but only after the onset of labour, and never as a result of 
the introduction of the bougie. In two cases there was slight 
hemorrhage after the introduction of the bougie, but in no case was 
this alarming, and it was easily controlled. A general anesthetic 
was given in but three of the 46 cases, but was not necessary for any 
of the 35 of the series upon which I operated personally. 


Course of the labour. In spite of the usual early onset of pains 
it was found necessary to interfere and complete the labour in one- 
half of the cases. That is to say, there was : — 


Spontaneous labour in ... ... ... ... «2. ... 23 cases 
Breech extraction in ... ... ... ... 3 cases 
Forceps in vr be eR Cece ee a 
Version and eaitvaltiain ee fee a ae 
Accouchement forcé with forceps i Ma Fy 

» With version im... & ,, 


With perforation of after-coming head 1 ,, 


23, 


Where there was indication for the induction of labour the same 
indication, persisting, frequently necessitated the prompt termina- 
tion of labour before the complete dilatation of the cervix had° 
been effected. 

Mortality. Four of the 46 patients so treated died. One case of 
persistent vomiting came to us in a very serious condition; a bougie 
was introduced immediately, and in six hours labour pains ensued. 
As soon as the cervix had been taken up and partially dilated the 
dilatation was completed and the child extracted. No anesthetic 
was given for the first operation, and only a small amount of 
chloroform was given during the later delivery. The patient died 
on the table, and at autopsy ‘the only lesions were extensive necroses 
of the liver. 

A second death was that of a patient admitted to the hospital 
March 10 1910, with evidence of severe toxemia. She was placed on 
fluids and given large doses of salts, but on the following morning 
was very drowsy, edema had increased, and the urine was decreased 
in quantity. A bougie was introduced in the hope of bringing on 
labour, and the pains started almost immediately. During the first 
stage of labour the patient had a typical eclamptic convulsion, and 
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the labour was terminated by manual dilatation of the cervix, 
version and extraction. The child was born alive. During the 
dilatation the cervix was torn on both sides, and these tears were 
closed with catgut. Coma persisted after delivery and venesection 
was done. After 1,000cc. of blood had been removed the blood- 
pressure fell from 170mm. to 55mm., and the general condition was 
much improved. The patient continued to improve, although there 
was a slight elevation of temperature, and she was apparently 
progressing favourably, when, on the twelfth day, after a period of 
drowsiness, she suddenly showed evidence of hemiplegia and lost the 
power of speech. The condition went from bad to worse, and death 
ensued three days later. Before death blood cultures were taken; 
these were negative. At autopsy there was evidence of extensive 
thrombosis of the cerebral veins, and in addition to this two small 
foci of necrosis were found in the uterine wall. From these latter 
bacteria were obtained in coverslip preparation, but could not be 
grown in culture. It is possible that imperfect technique at the 
time of induction of labour, together with the extremely low pressure 
resulting from venesection, may have been responsible for the 
thrombosis. 

Two other patients, one with marked edema of the lungs, and 
one with general anasarca from chronic nephritis, died after labour 
had been induced. In neither case could the operation be said to 
have been the cause of death. 

Morbidity. The percentage morbidity in these cases has been 
unusually low, and if we omit those patients in whom fever was 
present before the induction (fever intra partum, tuberculosis and 
pyelitis), there were but six whose temperature—taken every four 
hours for the first ten days post partum—showed a rise above 100°6° 
during the puerperium and in the two instances where the rise 
reached 101° the elevation persisted for less than twenty-four hours. 
The morbidity was no higher than the general average morbidity of 
all cases in the hospital. 

Fetal mortality. There were nineteen foetal deaths in the forty- 
six cases, but as the operation was in by far the greater number of 
cases undertaken in the interest of the mother, this showing is 
relatively good, particularly when the deaths are analysed :— 


Toxremia. 


14 cases: 8 more than 36 weeks (4 children born dead); 6 less 
than 36 weeks (3 children born dead, 2 stillborn). 
Contracted Pelves. 
8 cases: 4 before term (2 children born dead, 1 premature, dead) ; 
4 at term. 
Protracted Pregnancies. 
8 cases (1 child died of intracranial hemorrhage). 
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Tuberculosis. 
3 cases: 1 before term (1 sts. sirth); 2 near term, 
Typhoid Tozamia. 
2 cases: 2 before term (2 not viable). 
Dead in utero. 
2 cases (2 dead). 
Persistent Vomiting. 
1 case: 1 near term (1 stillborn). 


In the cases of induction on account of heart disease, pyelitis, 
lues, fever intra partum and diabetes, the fetal results were as 
favourable as the maternal. The nearer to term labour is induced 
the better are the chances for the child. 


SPECIAL CONSIDERATION OF INDICATIONS. 


Iisproportion of head to pelvis. Though premature labour was 
induced as early as the 36th week but twice, and then at'the solicitation 
of mothers who had lost children on account of pelvic dystocia, there 
were eight inductions in all—four cases before term, and four cases 
at or beyond term—in patients with contracted pelves. Three of 
four premature children were lost. It is therefore evident that in 
the treatment of contracted pelves with the hope of securing a 
premature but viable child, the operation has played a minor rdle, 
and has been anything but a success. But if we add to the above 
the series of eight cases in which the child had been carried beyond term 
and consider all sixteen as instances of dystocia due to disproportion, . 
we see that the unfortunate results arise either from operative interfer- 
ence—accouchement forcé or breech extraction—having ill effect on- 
a poorly-developed child; or from the application of forceps to an 
over-developed head. Induction of labour at term will avoid both 
these unpleasant possibilities. 

Toxamia. Cases in which albuminuria or other evidence of 
toxemia develop are rarely urgent. It is not at all unusual to have 
such cases under observation for several days in the hope of relieving 
the toxemia and so the symptoms. Should treatment avail little, 
the blood-pressure remain high, and the patient’s symptoms be 
aggravated, induction of labour offers by far the simplest method of 
dealing with the case. In two of our series, after the onset of pains, 
convulsions ensued, but the onset of labour had so affected the cervix 
that manual dilatation was possible and incision was necessary. 

Of the fourteen children but five were born alive, yet when we 
remember the uniformly bad prognosis for the child in cases of 
nephritis, even this result cannot be considered unsatisfactory. Of 
four viable children that were lost two were born to patients in the 
private wards of the hospital, and details are lacking; but of the 
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remaining two, one was macerated when delivered, and the other 
was perforated on account of hydrocephalus. 


There were three maternal deaths. Two of these occurred late 
in the puerperium, on the 12th and 14th days respectively. It is 
noteworthy that the involution of the uterus may seriously influence 
the prognosis, particularly towards the end of the first week. 


Heart disease. The Maternity service is fortunate in receiving 
from two general hospitals of Montreal practically all the cardiac 
cases complicated by pregnancy. Professor Cameron extensively 
reviewed some twenty of these cases for the Canadian Medical 
Association in 1908. It was my good fortune to be associated in 
the management of the majority of the patients considered in his 
report, and I may repeat, briefly, that if the patient can be carried 
successfully to, or nearly to, term, labour has no ill-effect upon the 
cardiac condition, provided, as is usually the case, that the delivery 
can be accomplished without general anesthesia, immediately after 
the completion of the first stage of labour. In the two cases here 
reported labour was induced once on account of aortic stenosis, and 
once on account of a mitral stenosis. In each instance the labour 
was terminated without an anesthetic, thanks to the introduction 
of the bougie. 


Tuberculosis. Our experience with tuberculosis asa complication 
of pregnancy has been limited, but satisfactory. Three mothers, in 
all of whom the disease was fairly advanced, had labour induced, 
and all three made good recoveries. Two of the children—the third 
was not viable—were likewise saved. 

Two patients with pyelitis recovered rapidly after the evacuation 
of the uterus. Two others with secondary syphilis, whose absolute 
isolation was impossible, delivered themselves of live children within 
twenty-four hours of the introduction of the bougie. A bougie was 
likewise used to bring on pains in a patient with fever from unknown 
cause, and the completion of the labour, again within twenty-four 
hours, was followed by a subsidence of the symptoms. 

A case of pregnancy complicated by diabetes was unusually 
interesting. Glycosuria and multiple neuritis set in and progressed 
with the pregnancy. The patient was carried along until about the 
34th week, when the induction of labour was followed by the birth of 
a small but vigorous child that lived, and the maternal symptoms 
of diabetes and neuritis gradually disappeared. 

Two patients with toremia, ultimately shown to be typhoid 
toxemia, were similarly instructive. Both had had previous attacks 
of typhoid, and in both the Widal reaction was from the first 
suggestive. The toxic symptoms were very marked, and in both 
there was jaundice and albuminuria. Fever was not a prominent 
symptom until after the induction of abortion, when the disease ran 
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a characteristic course. In one of the two perforation occurred and 
a laparotomy was done. Both recovered. 

Apart from the two inductions to hasten birth of children dead 
in utero, the one remaining and fatal case, one of toxemia 
characterized by persistent vomiting, has been detailed among the 
fatalities. 


Manual Dilatation of the Cervie—Accouchement Forcé. 
Accouchement forcé, or so-called “ bloodless dilatation” of the 
cervix, by Harris’s method, has been employed on 52 occasions. 
To the detailed results of this method I have added those of two 
further cases where dilatation was accomplished by means of the 
Pomeroy bag. 
The indications were : — 


Eclampsia ... .. oe ee 
To terminate labour sila sudvekion: 8 
Placenta previa . sin 8 
Toxemia—to shorten labour a 4 
Danger to the mother or child during lebous 9 
Prokages of the cord . 3 
Transverse presentation 2 
Fever intra partum iis 0888 2 
Extreme ne of the cervix 1 
Other causes.. 2 

Total ... 54 


Mortality. There were five deaths—three from eclampsia, one. 
from placenta previa, and one after the operation of pubiotomy. 
In but two instances—one case of eclampsia, and once where 
pubiotomy was done—did there seem any possible connection between 
operation and death. One eclamptic patient died without regaining 
consciousness, evidently from general toxemia; another died from 
acute yellow atrophy. In neither of these did the autopsy show 
results from the operation that could serve as cause of death. The 
remaining third case of eclampsia was tlie one whose history has 
been already detailed, who died thirteen days after the operation, 
with extensive cerebral thrombosis. The only evidence of infection— 
though blood cultures were taken ante mortem and post mortem— 
was two small foci in the uterine wall. These were possibly due to 
injury at the time of operation, though more likely from the 
induction of labour than the accouchement. 

The fatal case of placenta previa had an extensive concealed 
hemorrhage and entered the hospital moribund, with the cervix 
three-fourths dilated. The completion of the dilatation of the cervix 
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did not result in its laceration, but the patient died before coming 
out of the anesthetic. Again, where dilatation was done preliminary 
to the operation of pubiotomy, upon a patient with a marked 
contraction of the pelvic outlet, the dilatation was accomplished 
without injury to the cervix. In turning, however, the arms went 
above the head, and in their reduction the upper portion of the 
vagina and the cervix were practically cut through by the passage of 
the arm over the sharp edge of the sawn bone. This patient died of 
peritonitis. The result in this case, as well as in the one case of 
eclampsia, must be considered as unfavourable, yet whether either 
could be attributed to the method of dilating the cervix is difficult 
to decide. 

Injuries to the cerviz. Injuries to the cervix played no part in 
the fatal termination of any of the cases detailed above, but it is not 
denied that injuries to the cervix were extremely frequent. Of the 
52 cases operated on by Harris’s method but 14, or 29 per cent., 
escaped without a certain amount of laceration. Of four there is no 
note, but in 34, or 66 per cent., there was laceration of either one 
or both sides of the cervix. These figures are taken from notes 
made at the time of operation. In 30 of the 34 cervices so lacerated 
sutures were laid at once, and from the records made at the time of 
discharge of these patients I find that 44 (or 85 per cent.) of the 52 
left the hospital in excellent condition as far as the cervix was 
concerned, and in 40 instances the ultimate results were as good, if 
not better, than if the labour had been normal. Of five (possibly 
private patients) there was no definite note, and in seven the result 
was not absolutely satisfactory. Two of these last were cases in 
which fever intra partum was the cause of the ill-result, while in two 
others a possible underlying cause of non-union was the extreme 
toxemia. Again, two, where bilateral tears were sewn, showed 
union on one side but not on the other. In none of the seven was 
the result worse than is sometimes seen when the labour has been 
normal. 

On the two occasions when the Pomeroy bag was used there was 
more or less tearing of the cervix, but as sutures were laid 
immediately the results noted from examination at the time of 
discharge of the patients were extremely satisfactory. 

It would seem that although our tears were as frequent as those 
noted by other observers they were never so extensive, and that the 
suture of the cervix after completion of the labour gave uniformly 
good results. 

During a former investigation of fifty consecutive cases it was 
noted that the cervix was more or less deeply lacerated in twelve 
(24 per cent.), though eleven of the twelve patients had normal 
labours; and yet, in spite of the presence of these lacerations, noted 
immediately post partum, the cervix was almost invariably found 
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in good condition at the time of the discharge of the patient two 
weeks later provided the labour had been normal. 

Similar non-union may be noted in wounds after venesection 
in cases of eclampsia. Then, too, in those cases of toxemia, 
eclampsia or infection, where the patient is given large quantities 
of water as treatment, the constant over-distension of the bladder 
may prevent proper approximation of the margins of the tear. 
While the application of a tight abdominal binder by preventing the 
natural falling forward of the uterus may also be accountable for 
some of the unsatisfactory results. 

I have recently had the opportunity to deliver for the second 
time two of the patients upon whom I had done a cervical repair 
after accouchement forcé by Harris’s method, and I have found that 
the course of labour was in no way different from what one would 
have expected had the previous labour been normal. 

Hemorrhage and infection. Other suggested dangers of manual 
dilatation—hemorrhage and infection—have not been prominent 
as complications, and I have had no occasion to note any instance 
in which serious hemorrhage followed laceration of the cervix. It 
is true that twice serious atonic hemorrhage followed the rapid 
evacuation of the uterus, but this—an accident that is not uncommon 
with all methods of rapid delivery—was easily controlled with that 
excellent new device the Momberg tube. 

In placenta previa the danger has seemed to lie not in the 
laceration and hemorrhage at operation, but in later thrombosis—- 
in this series unilateral twice and bilateral once. In a further case 
of placenta previa not treated by the method under consideration, 
yet with fatal issue from embolism, the temperature was at the time 
over 100°, and it is suggested that trauma, together with the action’ 
of the bacteria ordinarily present in the vagina may be sufficient to 
cause extensive propagation of the thrombi at the so readily acces- 
sible placental site. 


The morbidity and mortality may be tabulated as follows :— 


Temp. Temp. Temp. Temp. 

below below below over 

Deaths. 100°6° 101° 102° 102° 

Harris’s method ... 52 9) 27 3 9 8 
Pomeroy bag... 2 — 1 1 — — 





54 5 28 4 9 8 


A total of 28 normal puerperia in 49 cases, 57 per cent., is not 
unsatisfactory, particularly as seven of the eight moderately high 
temperatures noted where Harris’s method had been employed 
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were three times after labour complicated by placenta previa, twice 
when there had been high fever before the operation was under- 
taken, once in a case of pyelo-nephritis, and once after the placenta 
had been removed manually. 


Method of delivery. The completion of labour after dilatation 
of the cervix was as follows : — 


Pomeroy Normal 


Harris. bag. Temp. 
| ere 16 -- 12 
By version : ; 32 2 14 
By version, Braxton Hicks 2 — 1 
By breech extraction... ... 2 -- 1 


It is interesting to note that, as might be expected, a normal 
puerperium was relatively much more frequent after the application 
of forceps than after version. Further, the fetal mortality— 


Still- Dead- 

Good. born. _ born. 
Harris, with forceps neh, Sitka sae 13 — 3 
ss RR ae Ra a 20 3 9 
re breech extraction oh Set — 1 1] 
- Braxton Hicks ... ... ... — — 2 
Pomeroy bag, with version ... ... 2 — — 
35 4 15 


seems more favourable with forceps than with version. Yet if we 
omit the list of versions with fatal foetal issue the cases of placenta 
previa and those early cases where a non-viable child was extracted 
more readily after turning than by the use of forceps, as well as a 
number of the eclamptic cases where the child was dead when the 
mother was admitted, it will be seen that there is justification for a 
claim that after rapid dilatation version is in all cases preferable to 
the use of forceps when the head is unengaged or but insecurely fixed 
in the pelvis. This will be more clearly seen when one considers the 
results of the operation when danger to the child is the urgent reason 
for interference. 


Srectat Inpicattons AND Resvtts. 


Eclampsia. Accouchement foreé was resorted to in fifteen cases of 
eclampsia. While in certain cases of eclampsia the convulsions may 
occur with the cervix absolutely undilated, such cases are the 
exception and not the rule. In the series of 40 eclamptics recently 
reported in this JournaL a rigid cervix was encountered but once, 
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and that in a patient whose child was not viable. In a number of 
our cases, where the convulsions were of the uremic type, the 
convulsions came on after labour had been induced by means of the 
bougie, and indeed in the majority of the cases of the true hepatic 
type it was found that labour had already started with or before the 
onset of convulsions. In no instance, save the one above mentioned, 
was there difficulty in dilating the cervix by Harris’s method; and 
indeed where the child is inconsiderable, as was then the case, it is 
possible that a satisfactory result would be obtained by temporizing 
measures, inasmuch as these seem fairly satisfactory as far as the 
mother is concerned. I confess that in the one instance above noted, 
and in one other case seen while in Baltimore, I was seemingly in- 
consistent in that I delivered both by typical vaginal Cesarean 
section. Both mothers made good recoveries, but as one child was 
not viable and the other stillborn the results were not exceptionally 
favourable. 
Fifteen cases of eclampsia :— 
Children. 
Maternal Still- Dead- 
Total. deaths. Good. born. born. 
Harris, with forceps on floating 


head ... 1 — — — 1 

si with high forceps... 5 lL. 5 —_  — 

i with mid forceps ... 2 — 1 — 1 

e with version ... 6 2 3 1 2 
Pomeroy bag 1 — 1 —- — 
15 3 10 1 4 


The maternal mortality, 20 per cent., is high, particularly when 
in a series of 40 consecutive cases there were but four deaths. These 
cases were, however, the most severe of the entire series, and I would 
call attention to the fact that but two of twelve children that could 
have been born alive were lost, and that one of these two was born 
alive, but not resuscitated. As elsewhere noted, the good effect of 
immediate delivery is shown rather in the improvement of foetal than 
of maternal results. , 

In spite of the warning of Professor Whitridge Williams, of the 
danger of Harris’s method in placenta previa, the operation has 
given us extremely satisfactory results. If we consider that 
comparatively few of the cases of placenta previa are of the 
“central” type, it is obvious that the hemorrhage may be slight 
until the cervix is at least partially dilated, and in these cases we 
have had no difficulty in completing the dilatation. Oddly enough, 
the one fatal result was in a patient with a marginal placenta previa, 
though the death could not be attributed to the operation. In two 
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of the eight instances the placenta was situated directly over the 
internal os; in both there was serious hemorrhage, but in neither 
was the cervix seriously lacerated, and both mothers made good 
recoveries. 
Children. 
Maternal Still- Dead- 
Total. deaths. Good. born. born. 
Harris’s method with breech 

extraction... ihe 1 

version and extraction 5 

Braxton Hicks version 2 

8 

For the loss of one of eight cases of placenta preevia—that one 
practically moribund when admitted—no excuse seems necessary ; 
nor do I think, when we consider the gravity of the condition, does 
the loss of practically all the children invalidate our method of 
treatment. While theoretically the use of a dilating bag would 
seem desirable, and while the results of the use of the bag in certain 
clinics has been excellent, I believe that in this condition—always 
urgent—one should be guided entirely by the necessities of the 
individual case and use any method of delivery with which one may 
be familiar provided it has given and gives satisfactory results. 
Often simple rupture of the membranes will suffice; again, it may be 
necessary to bring down a foot; only occasionally will it be necessary 
to terminate the labour by completing dilatation and extracting the 
child. A danger not to be overlooked is the later removal of the 
placenta, since this portion of the operation is accompanied by grave 
danger of infection. 

After induction of labour. Dilatation was frequently employed 
to shorten labour when induced on account of some complicating 
condition, and although in all of these cases the cervix was more or 
less widely dilated before the operation was undertaken, tears were 
as frequent as if conditions had been less favourable, from which it 
is inferred that the amount of dilatation present before undertaking 
the operation seems to have little effect upon the frequency of tears. 
Twice haste was indicated primarily for the child, as indicated by 
alteration of the foetal heart during labour; in both of these version 
and extraction gave satisfactory results. 

Children. 
Maternal Still- Dead- 


Total. deaths. Good. born. born. 
Harris, with versionandextraction 7 — 


Pomeroy bag and extractions ... 1 


8 
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All the mothers were saved, and one of the two children born 
dead was not viable. The second fatal foetal result was a hydro- 
cephalic child, perforated in terminating a labour induced on 
account of complete suppression of urine. 


Indications to hasten labour were present in nine further cases— 
six times on account of the maternal condition, and three on account 
of the child. In each instance where the operation was underaken 
for the sake of the child, the child was saved. 


Children. 
Maternal Dead- 


Total. deaths. Good. born. 
Harris’s method with high forceps 1 


és with mid forceps ... ... 2 
és forceps to after-coming head 1 
‘a breech extraction ... 1 
a version and extraction ... 4 





9 


Unfamiliarity with the Mauriceau method of extracting the 
after-coming head was accountable for the one unsatisfactory result 


in this series. The forceps was applied to an after-coming head and 
the child was lost. 

Toxemia was the indication four times, and all the mothers and 
three children lived; the fourth child was born macerated. 


Children. 
Maternal Dead- 


Total. deaths. Good. born. 
Harris’s method with high bins 2 -- 2 


~ 
mid forceps... ... 1 
‘sf version and extraction ... 1 


— — macerated 
wat 1 = 





4 3 1 


Prolapsed cord indicated immediate termination three times, 
always with good results for the mother and for the child. 


Children. 
Maternal Dead- 


Total. deaths. Good. born 
Harris’s method with high forceps 1 — 1 


as with version and extraction 2 — 2 





3 3 
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Twice in transverse presentation, where the membranes had 
prematurely ruptured, labour was terminated by Harris’s method 
with good result. One child was congenitally malformed, and 
another stillborn. 

Of the cases operated on on account of fever intra partum, con- 
cealed hemorrhage and extreme rigidity of the cervix, there is 
little to note further. The remaining case, where the operation was 
a preliminary to pubiotomy, has already been fully detailed. 

These results cannot, I think, be considered unsatisfactory. In 
all cases there was great danger to the mother or to the child, and, 
as we have noted above, the operation was more than satisfactory so 
far as the mothers were concerned. Nineteen children were lost, 
but if one analyzes these cases— 


In placenta previa ... 

Not viable i 

Admitted dead in dere 
Hydrocephalus, perforated ... 
Forceps to after-coming head 
Congenital malformation 
Doubtful, in transverse 


it is obvious that in connection with the treatment of placenta previa 
the results do not give anything like satisfaction. Yet, in dealing 
with this complication, so frequently arising before the child is 
viable, are we not justified in following a treatment satisfactory to 
the mother even though the child is sacrificed ? 

The foregoing results are not presented as the best obtainable, 
but are offered as evidence of what can be done by methods available 
either to the general practitioner or specialist. 

The method used for the induction of labour needs no further 
comment; it has proved more satisfactory than any of the other 
means suggested for the purpose. Harris’s method of dilatation is 
not recommended as the only method, but is one that is safe and very 
satisfactory provided that the obvious dangers associated with its 
employment are constantly borne in mind. For cases in which the 
application of the forceps must be preceded by the obliteration of the 
last rim of the cervix no other method is as good. The greater the 
clinical experience the wider will be the field for its trial, and once 
carefully tried it is doubtful whether any other method could oust 
it from favour. It has the advantage of being easily learned and 
easily taught. As said before, its dangers are obvious. 

The use of the bag is limited to cases where it is not inexpedient 
to rupture the membranes. The bag necessitates displacing the 
head’ should it be already in the pelvis, and anyone who has tried 
to insert a bag into a cervix admitting but two or three fingers 
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will admit the inadvisabilty of recommending its use in general 
practice. 

Conclusions. The necessity for emergency measures in obstetrics 
varies inversely with the care given to the patient during pregnancy. 

Timely induction of labour will prevent many mishaps incident 
to the progress of most of the usual or unusual complications of 
pregnancy. Such induction is best accomplished by the modification 
of Krause’s method—the use of the large soft bougie introduced 
with the aid of the stilette. 

Pelvic contraction is not to be considered as an indication for 
induction of labour. Prolongation of pregnancy, on the other hand, 
is more frequently an indication for its employment. 

The passage of the bougie and the introduction of the pack will 
usually bring on pains within a few hours, and the labour may be 
allowed to proceed, or it may be terminated artificially. 

When the cervical canal is obliterated its dilatation by Harris’s 
method is usually easy, and when carefully done, safe. The danger 
from hemorrhage and infection is slight; laceration of the cervix 
will occur frequently, and such laceration should be immediately 
repaired, 

Apart from the fact that the method can be employed without 
assistants other than the anesthetist and nurse its advantages are— 
its universality of application, its simplicity, the limitation of the 
force employed to the fingers of one hand, and, finally, the ability 
of the hand to recognize and estimate the resistance to be overcome. 








No. 
*1311 


1204 


1332 


1112 


*2332 


*2731 


1609 


*1393 


*2722 


2368 


2818 


2715 


2466 


*2002 


1506 
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Name. 


B.S. 


W.M. 


McA. M. 


B.C. 


D. L. 


D. E. 


A.C. 


I. W. 


McK. T. 


C. E. 


7%. 


Indication. 


1 Albuminuria with vomiting 


Age. Para. 
41 
30 3 
20 3 
36011 
30 1 
45 1 
31 1 
29 3 
36 3 
43 1 
39 1 
32 4 
18 1 
23 2 
18 1 
27 1 


Albuminuria with vomiting, 
blood pressure 200. 


Albuminuria with suppres- 
sion. 


Albuminuria with retinitis. 


Albuminuria. 


Albuminuria, myomata. 


Chronic nephritis with ana- 
sarca. 


Chronic nephritis with gen- 
eral oedema. 


Chronic nephritis with 


cedema of vulva. 


Chronic nephritis with 
cedema of lungs. 


Chronic nephritis with sup- 
pression, 


Chronic nephritis with sup- 
pression. 


Chronic nephritis with con- 
vulsions. 


Chronic nephritis with con- 
vulsions. 


Pelvis generally contracted. 


Funnel pelvis. 


Period. 
34 wks. 


37 wks. 


37 wks. 


33 wks. 


37 wks. 


37 wks. 


27 wks. 


2 wks. 


Term. 


Term. 


40 wks. 


27 wks. 


38 wks. 


28 wks. 


42 wks. 


36 wks. 
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Induction of Labour. 


Onset of 
Pains. 


54 hours 

Two attempts. 

12 hours. 

4 hours 

2 days, 2 
appl’ns. 


? hour. 


8 hours. 


Ist, small use- 
less bougie, 
2nd, 6 hours. 

19 hours. 


1 hour. 


7 hours. 


5 hours. 


2 hours. 


5 hours. 


23 hours. 


Ist small solid, 
then 2nd 5 
hours later. 


Duration of 
Labour. 


24 hours. 


48 hours. 


17 hours. 


13 hours. 


*10 hours. 


48 hours. 


24 hours. 


2 hours. 


26 hours. 


12 hours. 


36 hours. 


26 hours. 


Acco 
Bo! 


Spont 


Spont 
fb 


Spont 


Dilate 
trat 


High 
ext 


Versi 
for: 


Spont 


Spont 


| Aocou 


for 


Accou 
ver 





Versic 


Convulsions High 


with onset. 


12 hours. 


22 hours. 


27 hours. 


ext 


Spont 


Spont 


Prem: 
bra 


wit 








IT's, 


Irs. 


Irs. 


Irs. 


Isions 
onset, 


118. 


1X8. 


urs. 
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Induction of Labour. 


Labour Completed. Cerviz. 
Accouchement forcé, Edgar- Slight bilateral 


> 


Bonnaire, with forceps. retro-binder. 
Spontaneous. Deep bilateral, 
retro-binder. 

Spontaneous. Slight old tear. 
Spontaneous. Old left lateral. 


Dilatation, version and ex- No notes. 
traction. 


High forceps, version and No notes. 

extraction, 

Version and extraction, per- No tear. 
foration. 


Spontaneous. Intact. 

Spontaneous. No notes. 

Accouchement forcé with No notes. 
forceps. 

Accouchement forcé with Unilateral, 


version and perforation. sutured. 


Version and extraction. No new tear. 


High forceps, version and Bilateral tear. 
extraction. 


Spontaneous. No tear. 


Slight lacera- 
tion. 


Spontaneous. 


Premature rupture of mem- Deep, uni- 
branes. Accouchement foreé 
with bag. 


lateral, 
sutured. 





Results. 
Maz. _ A . 
Temp. Mother. Child. 
99°6° Good. Died. 
5th day. 
100° Good. Good. 
100° Good. Good. 
99°2° Good. Good. 
102° Good. Good. 
99°2° Good. Dead born. 
104°4° Died Dead. 
12th day. 
99°6° Good. Dead born, 
still born. 
99°6° Good. Dead born, 
macerated. 
— Died. _ Still born. 
99°6° Good. Perforated. 
hydroce- 
phalus. 
101°6° Good. Dead born. 
107° Died. Good. 
99°6° Good. Still born. 
6thday, Good. Good. 
104° 
l0tthday, Good. Still born. 
102°4° 





Remarks. 


Bilateral tear, prob- 
ably old, no notes. 


Private patient, no 
details. 


Private patient, no 
details. 


Waited too long, 
general condition 
bad, Sth day. 


Small bougie use- 
less, large tubes 
successful. 


Private patient. 


Excellent result 
from suture. 


Died 13th day. 
Cerebral throm- 
bosis. 


Temperature due to 
cervical infection, 
gen’l aneesthesia. 

Note small bougie 
unsatisfactory. 
Hemorrhage, cer- 


vix good. 


No. 
2419 


2546 


*1581 


9534 


1137 


1606 


*1614 


2625 


2718 


2524 


Name. 


D.M. 


Ge 


M. M. 


L. K. 


G. F. 


L.N. 
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Age. Para. Indicatim. 


40 


23 


bo 
~ 


27 


20 


23 


37 


36 


33 


27 


32 


33 


26 


26 


3 Generally contracted pelvis. 


5 Generally contracted pelvis. 


2 Generally contracted pelvis 
(7). 


3 Generally contracted pelvis, 
protracted pregnancy. 


— 


Generally contracted pelvis, 
albumin. 


1 Generally contracted pelvis. 


i>) | 


Pregnancy, protracted, 313 
days. 


CO 


Pregnancy, protracted, 319 
days. 


5 Pregnancy, protracted (?). 


3 Pregnancy, protracted. 


1 Pregnancy, protracted, 320 
days. 


3 Pregnancy, protracted, 11 
months. 


—_ 


Pregnancy. protracted. - 


4 Pregnancy. protracted. 


Period. 
37 wks. 


36 wks. 


Term. 


42 wks. 


Term. 


38 wks. 


45 wks. 


454 wks. 


43 wks. 


44 wks. 


44 wks. 


42 wks. 


42 wks 


Onset of 
Pains. 


Few hours. 


5 hours. 


9 hours, 


2 hours. 


2 days. 


5 hours. 


24 hours. 


3 hours, 


7 hours. 


1 hour. 


. 4} hours. 


24 hours. 


6} hours. 


16 hours. 


Duration of 
Labour. 


4 days. 


28 hours. 


24 hours. 


24 hours. 


29 hours. 


29 hours. 


36 hours. 


8 hours. 


14} hours. 


18 hours. 


28 hours. 


24 hours. 


5 hours. 





Prems 
bra 


Pome} 
ext 


Spont 


Bag i 
for 
tio 


Spont 


Accou 
ver’ 


Spont 


Spont 





Prem: 
bra 
ver 


Mid f 


Mid f 








rs, 


urs. 


urs. 


urs. 
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Induction of Labour. 





Results. 
Maz. _ A ie 
Labour Completed. Cerviz. Temp. Mother. Child. 
Premature rupture of mem- No tear. 103° Transferred = Still born. 
branes. Breech extraction. — 
Spontaneous. No tear. 98°8° Good. Premature, 
Died. 
Mid forceps. No tear. 99° Good. Good. 
Pomeroy bag, version and No tear. 99°6° Good. Good. 
extraction. 
Spontaneous. No tear. 100°4° Good. Good. 
Bag in vagina, accouchement No tear. 101° = Good. Good. 
foreé, version and extrac- 
tion, 
Spontaneous. No tear. 99° Good. Good. 
Accouchement forcé, cervix 4 No new lacera- 101° Good. Died. 
version and extraction. tion. 
Spontaneous. No new lacera- 99°2° Good. Good. 
tion. 
Spontaneous. No new lacera- 98°8° Good. Good. 
tion. 
Premature rupture of mem- Bilateral tear. 100°4° Good. Good. 
branes. Pomeroy bag, : 
version and extraction. 
Mid forceps. No tear. 99°6° Good. Good. 
Mid forceps, Scanzoni. No tear. 100°2° Good. Good. 
Spontaneous. No tear. 166°4° Good. Good. 








Remarks. 


Pneumonia, T.B., 
transferred, mem- 
branes: ruptured 
(bougie). 


Bleeding, & bougie 
forced out by 
straining (doubt- 
ful case). 


No anesthetic. 


Autopsy, intracra- 
nial hemorrhage, 
no anesthetic. 


No anesthetic. 


No anesthetic. 


Cervix well healed. 


Premature rupture 
of membranes. 


Secondary repair of 
old complete tear 
of perineum. 


Had been confined 
to bed on account 
of prolapse. 


No. 
1492 


2825 


2743 


1458 


2579 


2857 


1586 


1249 


1601 


1200 


1344 


847 


*1922 


1275 
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Name. 
W. M. 


R. G. 


B. D. 


A. L. 


D.R. 


S.A. 


O. M. 
T.R. 


Age. Para. 


24 


33 


40 


31 


21 


25 


38 


22 


22 


26 


32 


27 
36 


23 
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2 


~J 


Ch 


—_— 


—_ 


—_ 


—_ 


— 


Indtcatum. 
Pulmonary T.B., G.C. pelvis. 


Pulmonary T.B., 
worse. 


growing 


T.B. laryngitis. 

Pyelitis. 

Pyelitis, G.C. pelvis. 
Cardiac mitral stenosis. 
Cardiac pulmonary stenosis. 
Child dead in utero. 


Hydramnios, hydrocephalus, 
child dead. 


Lues, hospital indication. 


Lues, hospital indication. 


Toxeemia, old typhoid, ne- 
phritis. 


Similar to No. 1200. 


Diabetes with neuritis. 


Fever intrapartum. 


Persistent vomiting. 


Period. 
Term. 


20 wks. 


38 wks. 


31 wks. 


38 wks. 


36 wks. 


38 wks. 


26 wks. 


30 wks. 


38 wks. 


36 wks. 


20 wks. 


10 wks. 


34 wks. 


40 wks. 


37 wks 


Onset of 
Pains. 


Slight, 3 hrs. 


2 hours. 


1 hour. 


1 hour. 


3 hours. 


12 hours. 


3 hours, 


14 hours. 


8 hours. 


16 hours. 


3-4 hours. 
Solid 


after 
tube. 


. 6 hours. 


Immediate. 


Few hours. 


bougie 
tried, 8 hrs. 
large 


Immediate. 


Duration of 
Labour. 


17 hours, 


48 hours. 


18 hours. 
62 hours. 
24 hours. 
24 hours. 
12 hours. 
17 hours. 


24 hours. 


18 hours. 


22 hours. 


12 hours. 


3-4 hours. 


16 hours. 


22 hours. 


24 hours. 











Comp 


Spont 


Harr 


tio 


Versi 


High 


Exte 
ex 


Acec 
in 


Spo 


Spe 


+ Mic 





urs. 


urs. 


ours. 


urs. 


urs. 


ours. 


urs. 


urs. 


urs. 











Labour Completed. 
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Induction of Labour. 


Cerviz. 


Completion of dilatation } Lateral & post- 


hours. 


Spontaneous. 


Breech extraction. 


erior, sutured. 


No tear. 


Harris, version and extrac- No tear. 


tion. 


Version and extraction 


Spontaneous. 


High forceps. 


. No tear. 


No tear. 


No tear. 


External version and breech No tear. 


extraction. 


Spontaneous. 


Accouchement forcé. 
intrapartum. 


Spontaneous. 


Spontaneous. 


Spontaneous. 


Completed abortion. 


Spontaneous. 


Spontaneous. 


| Mid forceps. 


Fever Slight nick lat- 
erally and 
posterior. 
Slight unila- 
teral 
laceration. 


No tear. 


No tear. 


Not torn. 


Good. 


Slight bilateral. 


Not torn. 





Results. 

Max. _ A Be 
Temp. Mother. Child. 
100°8° Good. Good. 
102° Good. Dead born. 
102°2° Fair. Fair. 

99°4° Good. Good. 
102°4° Good. Good. 

98°6° Good. Good. 
103°2° Good. Good. 
99° Good. Macerated, 
Dead born. 
100°2° Good. Macerated. 
100°4° Good. Good. 
101°2° Good. Good. 
a Good. Still born. 
- Good. Still born. 
99° Good. Good. 
q Good. Good. 
— Died. Still born. 





Remarks. 


Cervix completely 
healed at dis- 
charge. 


Improvement of 


patient, post 
partum. 


But child died 15th 
day. 


Pyelitis. Old com- 
plete tear of 
perineum. 


No anesthetic. 


No anesthetic. 


General aneesthetic. 


Typhoid. 


Typhoid. 


Bougie unsatisfac- 
tory, large tube 
most satisfactory. 


General aneesthesia. 
Chloroform collapse, 


too long to wait 
before operation. 





No. 
874 


1330 


1422 


1460 


1561 


1939 


1993 


*2034 


2451 


2486 


2606 


2609 


2630 


2715 


2916 


1492 


1606 


2368 


*2731 
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Name. 
P.B. 


O. H. A. 


S. E. 


I. M. 


W.M. 
F.C. 


C. L. 
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Accouchement Forcé. 


Age. Para. Indication. 


29 


38 


24 


41 


33 


19 


22 


24 


23 


28 


18 


24 


36 


39 


1 Eclampsia (hepatic) 
2 Eclampsia (hepatic) 
2 Eclampsia (hepatic) 


2 Eclampsia (renal). 
Blood pressure 
220 mm. 


1 Eclampsia (hepatic) 


2 Eclampsia (renal). 
6 Eclampsia (hepatic) 


3 Eclampsia (hepatic) 


1 (32 weeks) Eclamp- 
sia (renal). 


1 (38 weeks) Eclamp- 
sia (hepatic). 


1 (term) Eclampsia 
(hepatic). 


1 Eclampsia (renal). 


4 Eclampsia (renal). 


1 Eclampsia (renal). 


4 (32 weeks) Eclamp- 
sia (renal). 


2 Induction, old T.B. 
8 Prolonged after in- 


duction. 
1 After induction. 


1 After induction, 
myomata. 


Condition of 
cervix. Operation. 


Soft, undilated, Harris, and forceps. 


2cm. multip. old Harris, version and extrac- 
scar. tion. 


2cm. multip. old Harris, high forceps. 
scar. 


3 dilated multip. Harris, version & extraction. 


Obliterated. Harris, version & extraction. 


Obliterated, mul- Harris and high forceps. 
tip. old scar. 


3cm. multip. old Harris and high forceps. 
sear. 


Started, old tear. Harris and mid forceps. 


Started, cervix Harris, version & extraction. 
taken up. 


Started, cervix Harris and high forceps. 
taken up. 


Started, cervix Harris and high forceps. 
4 dilated. 

Started, cervix Harris and high forceps. 
2 cm. dilated. 


Multipara. Pomeroy, version and extrac- 
tion. 


No onset, induc- Pomeroy in vagina; Harris, 
tion.. version and extraction. 


One-third dilated, Harris, version & extraction. 
old tear on 


right. 
Three-quarters Harris, version & extraction. 
dilated. 
Half dilated. Harris, version & extraction. 


4cm. dilated. Harris, version & extraction. 


23cm. dilated. Harris, version & extraction. 





left 1 


No ne 


Old, | 


Old, 
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Accouchement Forcé. 
General Results. 





‘s Mae. 
Tears. Sutured. Mother. Child. Result to Cervix. Temp. Remarks, 
‘Unilateral, slight, Secondary © Good. Deadborn. Later repair, 100° — 
no hemor. repair. 3rd week. 


xtrac- F Deep, unilateral. Repaired. Good. Good. Good repair. 99°8° Old tear extended, 
repair held. 





‘Slight bilateral. No repair. Good. Good. Bilateral, 102° — 
everted. 
ction. § No tear. — Good. Dead born. Good. 100° _—— Phiebitis, slight. 
ction. F left lateral tear. Sutured. Died. Died. Good. 100°6° Acute yellow atrophy 
(autopsy). Sutures 
satisfactory. 
S. No new tear — Good. Good. As before. 100°6° — 
™ Old, right side. Not . Died. Good. As before. 101°4° a 
sutured. 
“ Old, left lateral, Not sutured. Good. Good. Good. 100°8° — 
tion. F Bilateral to side. Sutured. Good. Premature Good. 100° — 
dead 
(32 weeks). 
S. Bilateral, side. Sutured. Good. 300d. Healed. 100° —_ 
Ss. Bilateral, slight. Sutured. Good. Good. Healed one side, 100°6° Pomeroy bag in 
slight left. vagina. ~ 
8. Bilateral, deep. Sutured. Good. Deadon  Healed oneside. 100° Retroversion at Pom- 
admission. eroy bag in vagina, 
‘trac: B Bilateral, deep. Sutured. Good. Good. Healed. 101° —— Delivered since now 
in excellent condi- 
tion. 
arris, § Bilateral. Sutured. C.E. Good. Healed. 107°4° Cerebral thrombosis, 
n Died. . infection. 
tion. F Arm caused tear, Sutured. Good. Stillborn. Not healed. 100°2° — 
right side. 
tion. F Arms up, lat. & 6 catgut Good. Good. Excellent. 100°8° Craniotomy in last 
post. tears. each. labour. 
tion. F Arms up, right Sutured. Good. Good. Excellent. 101° a 
lateral tear. 
tion. Farms up, left Sutured. Good. Dead born. Sutures well 101° — Posteriorly. 
lateral tear. healed, 
t100. F No notes. Not sutured. Good. Dead born. — 99°2° No details. Private 


patient. 


Name. 
L. F. 


C.C. 


B. D. 


D.S. 


8. K. 


Age. Para. 


23 


32 


40 


27 


30 


Accouchement Forcé. 


Indication. 


1 After induction, 


pelviscontracted. 


After induction, 
pelviscontracted. 


After induction, 
TB. 


After induction, 
pelviccontract’n. 


Placenta previa 
centralis (33 wks.) 


Placenta previa 
marginalis (term) 


Placenta preevia 
lateralis, trans. 


Placenta previa 
centralis. 


Placenta previa 
lateralis. 


Placenta previa 
marginalis. 


Placenta previa 
marginalis. 


Placenta previa 
centralis. 


Toxemia, faulty 
diagnosis. 


Toxemia, prema- 
ture, rupture 
membranes. 


Albumen, delayed 
labour. 


Albumen, toxeemia, 


Prolapsed cord, 
after nephrec- 
tomy, to shorten 
labour. 


Meconium in liquor 
amnii. 


Condition of 
cerviz. 
Half dilated. 


Three-quarters 
dilated. 


2-3.em. dilated. 


One-third 
dilated. 


Vaginal pack to 
3—4 cm. 


Admits 3 fingers, 
membranes 
ruptured. 


Started. 


Plug, cervix 8 


cm. 


Admits 2 fingers. 


One-third 
dilated. 


One-third 
dilated. 


Two-thirds 
dilated. 


2cem. dilated. 


Half dilated. 


One-quarter 
dilated. 


Obliterated, 2 
fingers. 


%cm dilated. 
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Operation. ; 
Pomeroy in vagina; Harri 
version and extraction. 


Pomeroy in vagina; Harri 
version and extraction. P 
Pomeroy, bag. 


Partial, Harris & Braxtorf 
Hicks. ' 


Harris, version & extraction, 


Harris, version & extraction. 


Harris and Braxton-Hicks. f Bi 


Harris and Braxton-Hick, 
extraction. 

Harris, version & extraction. 

Harris, version & extraction. 


Harris, version & extraction. 


Harris and mid forceps. 


Harris and high forceps. 


Pomeroy in vagina; Hartii 
and high forceps. 


Harris and Braxton-Hicks 
extraction. 


Harris, version & extractiot. 














General Results. 
| Tears. Sutured. Mother. Child. 
Harri: D No tear. — Good. Good. 
tion. i 
Harri) [eft lateral. Sutured. Good. Good. 
tion. FF 
¥ 
Harris | No tear. — Good. Fair. 
| No tear. —_ Good. Good. 
raxton- q — Good. Dead born. 
raction. | None. — Good. Still born. 
raction. | None. — Good. Dead born. 
ractionf Arms up, Sutured. Good. Dead born. 
| bilateral tear. 
Hicks. f Bilateral tear. © Not sutured. Good. Dead born. 
1- Hicks, _— aa Good. Still born. 
raction§ None. sia Died. Dead born. 
raction§ Left lateral tear. Sutured. Good. Good. 
raction§ Left lateral tear. 5 catgut Good. Good. 
sutures. 
aps. -— — Good. Macerated. 
eps. pBilateral noted — Good. Good. 
later. 
Harris Not torn, —_— Good. Good. 
n-Hicksf Arm, left lateral. _— Good. Dead born. 
raction§ left and right. 5 sutures. Good. Good. 
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Accouchement Forcé. 





Mac. 
Result to Cervia. Temp. 
— 101° 
All but last 100°4° 
healed. 
— 102°2° 
— 99°6° 
Slight bilateral. 104°2° 
— 104°3° 
mee 100°8° 
Good. 100° 
Bilateral. 100°2° 
— 100° 
_ 102°4° 


Fair, left lateral 103°4 
healed. 


Bilateral, slight, 100°6° 


Well healed. 99°3° 
102° 


Deep laceration 101°4° 
(binder 1). 


Good. 


101°2° 


Remarks, 


Dilatation enough to 
get foot. 


Private patient. 


Exsanguinated on 
admission. 


Bilateral throm- 


bosis. 
Pyelonephritis. 
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Accouchement Forcé. 


Name. Indication. 


Y. M. 


Age. Para. 


24 1 Faulty flexion, in- 


effectual pains. 


S:T. 19 Pelvis contracted, 
cedema cervix, 


D.C. 11. 


Rise in temp., 
intra partum. 


Irregular foetal 


heart. 


Faulty flexion, ne- 
groid, 


Normal pelvis, 
large child. 


1 Normal pelvis, 
gastric ulcer. 


5 Normal pelvis, 
prolapsed cord. 


G.C. pelvis, delay, 
prolapsed cord. 


G.C. pelvis, delay, 
prolapsed cord. 


5 Transverse prema- 
ture rupture 
membranes 
weeks). 


(26 


Transverse acc. 
hemorrhage. 


Fever intra partum. 


Fever, lues, oedema 
of vulva, 


2 Rigid cervix after 
operation. 


Funnel pelvis, 
pubiotomy. 


Concealed or acci- 
dental hemor- 
rhage (?). 


Condition of 
cervix. 
Half dilated. 


Half dilated ; 
cedema. 


em. dilated. 
3 dilated. 
Half dilated. 
Thinned out. 
One-third 


dilated. 


One-third 
dilated. 
Almost fully. 


2 fingers, 1-2 


cm. 


3cm., soft. 


3cm., old tear. 


Thinned out. 


4em., thin. 


3cm. 


One-third 
dilated. 


Operation. 
Harris and mid forceps. 


Harris, version & extraction 


Harris and high forceps. 
Harris and mid forceps. 
Harris, version & extraction 
Harris, extraction. 

Harris and high forceps. 
Harris, version & extraction 
Harris, version & extraction 


Braxton-Hicks, high forceps 


hem 


Harris, version & extraction §\ 


Harris, version & extraction 


Harris, version & extraction. 


Pomeroy in vagina; HarrisiBi 


version and extraction. 


Harris, version & extractiol. 


Harris, version & extractiol. 


Harris, version & extractio§ 





Tears. 


Thilateral. 


Bilateral, deep. 


laceration and 
hemorrhage. 


left (cedema). 
light bilateral. 


jon. \o new tear. 


action#\o new tear. 


r. Sutured. 


Bilateral. 


m, right 
lateral. 


in pubic bone. 
? 


Inttle: Induction of Labour 


Accouchement Forcé. 


General Results. 


Mother. Child. 
Good. Good. 





Sutured. 
Sutured. 


Good. Good. 


Sutured. 


. Died later. 


Not sutured. Good. 


Sutured. Good. 


Sutured. Good. 


Sutured. Good. 


Good. 


Sutured. Died 10th 


day. 


Sutured. Fair. 


Still born. 


Congenital 
Malforma- 
tion. 


Good. 
Not sutured. 
Sutured. Good. 
Sutured. 


Good. 


Still born. 


Maz. 
Result to Cervix. Temp. 


Good. 99°4° 


Remarks, 
Manual removal of 
placenta. 


Delivered since, 
result excellent, 


Good. 100° 


No note. 103° Manual removal of 


placenta. 


Slight bilateral 100° 
laceration. 


Intact. 101°2° 


Healed. 99°4° 
Healed. 99°6° 
98°4° 
Healed. 99°4° 
Not healed. 102° 


§$9:2° 


Left side 
healed. 


not Fever, intra- and 


post-partum, non- 
union. 


Fairly healed. 102° 


Good. 99°5° Since in Hospital— 


in good condition. 


Peritonitis 101°2° 


101°2° Private patient. 
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A Case of Ovarian Pregnancy with Diffuse Intra- 
peritoneal Hemorrhage.* 


By Arnotp W. W. Lea, M.D., B.S. (Lond.), F.R.C.S. (Eng.), 
Lecturer in Obstetrics and Gynecology, the University, Manchester; 
Surgeon, Northern Hosmtal for Women; Assistant Surgeon, 
St. Mary’s Hosytal, Manchester. 


OVARIAN pregnancy is one of the rarest forms of gestation. Although 
its occurrence has long been believed in, it is only quite recently that 
undoubted evidence of the development of a gestation sac in the 
ovary has been afforded, as many of the examples formerly brought 
forward were only imperfectly investigated, being often of the 
nature of a dermoid or lithopedion. 

Our knowledge of this subject has been greatly advanced during 
the last few years as a result of accurate clinical observation 
supplemented by careful microscopical examination of the tissues 
after removal. 

In the year 1899 Dr. Catherine Tussenbroek, of Amsterdam, 
published a case in which an embryo in its membranes had developed 
in a corpus luteum within the substance of the ovary. The specimen 
was removed by Kouwer, of Haarlem, in 1897 by abdominal section, 
but was not completely investigated until the later date. 

In 1902, J. F. Thompson recorded an example which was quite 
conclusive, as the foetal sac, still unruptured, projected from the 
surface of the ovary. 

This was speedily followed by the cases of Webster, Croft, Anning 
and Littlewood, Mendes de Leon, Kelly and McIlroy. Whitridge 
Williams, in a critical review of all the cases of ovarian pregnancy 
recorded up to the end of 1906, concludes that 183 are definitely 
proved, and that in 17 others the diagnosis is highly probable. 

More recently Norris, in recording an instance of ovarian 
pregnancy which came under his own observation, gives a synopsis 
of 19 cases which appear to fulfil the conditions which are generally 
considered as essential for the establishment of a diagnosis of ovarian 
pregnancy. These were first stated by Spiegelberg, and have been 
elaborated by Williams and others. They may be expressed shortly 
as follows :— 

(a) The Fallopian tube on the affected side must be normal, as 

shown by microscopic sections throughout its length. 


* This was related and the specimen shewn at a Meeting of the North of England 
Obstetrical and Gynecological Society in Sheffield, March 17 1910. 
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(6) The feetal sac must be in the position of the ovary, or 

connected to the uterus by the ovarian ligament. 

(c) The existence of ovarian tissue must be demonstrated in 

various portions of the cyst wall. 

Primary ovarian pregnancy appears to be always due to fertiliza- 
tion of an ovum before its escape from the Graafian follicle, and the 
results largely depend upon the situation of the sac in relation to the 
ovary. 

In a few instances the pregnancy has continued to full term, but 
usually it does not progress beyond the third or fourth month. 

If the embryonic sac is situated near the surface of the ovary 
the cortex becomes thinned out, to form the wall of the cyst. 
Rupture may then occur at an early period, and this is usually 
followed by severe intraperitoneal hemorrhage. 

In other cases the embryo may be destroyed by hemorrhage 
without rupture, thus producing a hematoma of the ovary in which 
the only sign of gestation may be the discovery of chorionic villi 
or foetal trophoblast on section. 

The ovary is always enlarged as a result of the congestion of 
pregnancy, but as a rule there is no evidence of the presence of 
decidual cells, and the trophoblast of the embryo directly penetrates 
the tissue. A remarkable feature in many cases is the great vascu- 
larity of the ovary and the existence of areas of hemorrhage through- 
out the stroma. 

The following case, which recently came under my observation, 
appears to be an example of early rupture of an ovarian pregnancy 
causing symptoms of diffuse intraperitoneal hemorrhage. 


Mrs. C., age 29; married 2 years. She had always enjoyed good 
health until the present illness. At noon on December 31 1909 she . 
was suddenly seized with severe abdominal pain, vomiting and 
faintness. 

At 3 p.m. she was seen by her medical adviser, Dr. Cryer, who 
found her in a condition of grave anemia with a rapid small pulse. 

As the symptoms increased in severity I was asked to see the 
patient. 

At 8p.m. the pallor was extreme, the pulse being barely 
perceptible and exceeding 130 in the minute. The abdomen was 
somewhat distended, especially below the umbilicus, and was 
extremely sensitive to touch. The tenderness was most marked in 
the left iliac region. The presence of fluid in the abdomen was 
suggested by relative dulness in the flanks with an obscure thrill. 
The symptoms were clearly those of diffuse intraperitoneal hemor- 
thage. 

The menstrual history presented nothing abnormal. Menstruation 
had occurred three weeks previously and was quite natural. There 
was no hemorrhage from the uterus. 
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Vaginal examination revealed indistinct fulness with slight 
resistance in the pouch of Douglas, but no obvious swelling of the 
appendages was definable. 

It was decided to operate without loss of time as bleeding was 
evidently continuing. 

Operation. On opening the abdomen a large quantity of blood 
with many clots was found lying free in the peritoneal cavity. 

Palpation of the course of the Fallopian tubes did not reveal 
any obvious swelling. The left ovary was, however, apparently 
enlarged, and from the surface projected a thin-walled blood-cyst, 
which had obviously ruptured and was collapsed. The left appendages 
were now ligatured and removed. 

The right Fallopian tube was inspected, but was perfectly healthy. 

Blood and clots were removed as completely as possible, and the 
abdomen closed without drainage. 

The patient bore the operation well, though the pulse had been 
almost imperceptible throughout. Forty ounces of saline solution 
were transfused into the median basilic vein. Recovery ensued 
without any complication. 

The menstrual period commenced four days after the operation 
and continued for three days, being of the usual type and without 
pain. There was no evidence of the expulsion of a decidua at any 
time during the course of the illness. 

Pathological report. The specimen consists of the left Fallopian 
tube and ovary with fragments of blood-clot. The Fallopian tube 
is perfectly normal in appearance. The abdominal ostium is patent 
and the fimbrize healthy. The ovary is somewhat enlarged, and its 
lower pole has been distended by a blood-cyst which had ruptured 
and was partially destroyed during removal. 

The greater part of the substance of the ovary is apparently 
normal, but a portion of the cortex has been expanded to form the 
wall of the cyst and is continuous with a mass apparently consisting 
of blood coagula. 

Microscopic examination. Sections of the blood-clot revealed, 
after careful search, a fragment in which the presence of numerous 
chorionic villi could be clearly demonstrated to the naked eye, and 
microscopically. These were limited to a small area, the greater 
part of the clot consisting of fibrin with blood. 

Sections were made of the Fallopian tube throughout its length. 
The mucous membrane was normal and showed no evidence of 
gestation or of the formation of decidual tissue. 

Sections of the ovary through the base of the sac revealed great 
dilatation of blood-vessels with areas of hemorrhage in the stroma 
together with numerous Graafian follicles. In one portion of the 
basal area a moderately thick layer of lutein cells is present, 
surrounded by large vascular spaces. 











Fic. 1. Drawing of the Fallopian tube and ovary, showing 
rupture of cyst with blood-clot. 
¥F.T. Fallopian tube. 
Ov. Ovary. 
C. Capsule of cyst. 
B.C. Blood coagula. 





Fie. 2. Microscopic drawing of blood-clot, showing chorionic 


villi in section, with areas of haemorrhage. 
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Sections taken from various portions of the wall of the cyst show 
the presence of ovarian tissue and follicles. No villi can be detected 
in the ovarian stroma, nor is there any evidence of the presence of 
decidual cells or syncytium. 

It appears probable that the pregnancy occurred in a Graafian 
follicle, lying just beneath the surface of the ovary. As a result 
of rapid growth the ovarian tissue became thinned out, forming a 
capsule for the cyst, the occurrence of rupture being followed by 
intraperitoneal hemorrhage. 

This case appears to present all the characteristics of true ovarian 
pregnancy. The gestation sac was formed on the surface of the 
ovary and ovarian tissue can be demonstrated in the cyst wall. 

The condition of the Fallopian tube entirely precludes the 
possibility of tubo-ovarian gestation. 

Clinical course. The symptoms of ovarian pregnancy are usually 
indistinguishable from those of tubal gestation; thus it is rarely 
possible to make an accurate diagnosis before operation. As a rule, 
there is a history of a definite period of amenorrhea, followed by 
pelvic pain, but occasionally the pregnancy may rupture in the early 
weeks without any sign of menstrual disturbance, as in the instance 
here related. 

In the majority of cases operated upon a large amount of blood 
has been found in the peritoneal cavity, as the ovarian vessels are of 
large size and bleed freely. It is, however, possible that a slight 
amount of intra-peritoneal hemorrhage may occur quite apart from 
rupture of the sac as a result of proliferation of the foetal epiblast 
through the thin wall of the gestation sac. 

In those forms of ovarian pregnancy which have continued to 
develope until in the later months the tissues often undergo exten- 
sive changes leading to the formation of adhesions to the uterus and 
Fallopian tube; much difficulty may therefore be met with in 
determining the primary site of gestation. 

Diagnosis. Although, as we have seen, the fetal sac may 
continue to develope in the ovary up to the third or fourth month 
of gestation, there is no doubt that early destruction of the pregnancy 
with or without rupture of the sac, is the usual termination. 

In some instances the pregnancy is only indicated by the forma- 
tion of a hematoma, which may or may not contain an amniotic 
cavity, and the true nature of which can only be proved by the 
discovery of chorionic villi. Occasionally a blood-cyst of variable 
size projects from the surface of the ovary. This may rupture at any 
time, leading to localized or diffuse intraperitoneal bleeding. 

Rupture of a blood cyst situated in the ovary, or hemorrhage 
from a Graafian follicle or a corpus luteum has, for many years, 
been recognized as an occasional cause of intraperitoneal bleeding. 

Jayle has recently contributed a valuable article on this subject 


13 
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to the Revue de Gynecologie et Chirurgie Abdominale. He relates 
three cases of intraperitoneal hemorrhage from his own experience, 
in all which the source of the blood was the ovary. 

In one instance the vessels throughout the ovary were enormously 
dilated. In two cases large follicular cysts containing blood were 
found in association with a variable degree of pelvic peritonitis. 

Jayle has thoroughly searched the literature, and gives a short 
résumé of 14 other cases reported by various observers during recent 
years. These are selected from a much larger number of published 
observations, in most of which the details are not recorded with 
sufficient accuracy. 

Dr. Cuthbert Lockyer has also called attention to this question of 
ovarian hemorrhage, and at a recent meeting of the Gynecological 
Section of the Royal Society of Medicine, referred to three cases of 
this type. Two of these were diagnosed as acute appendicitis, whilst 
the third was regarded as one of extra-uterine gestation. In all a 
cyst of the ovary was found to be the source of the intraperitoneal 
hemorrhage. Sections of the ovary and blood-clot were examined in 
each instance, but no evidence of the presence of chorionic villi 
could be detected. Other cases were mentioned by Giles and Blacker 
in which symptoms of peritoneal hemorrhage had led to abdominal 
section, the source of hemorrhage being found in a blood-cyst of the 
ovary, although again no fetal elements could be discovered on 
microscopical examination. 

Further observations are required before the exact nature of these 
cases can be finally determined. 

There can be little doubt that occasionally severe bleeding may 
occur from rupture of the Graafian follicle or a corpus luteum, in 
the absence of pregnancy. It is probable, however, that some of 
these cases at least are the result of a ruptured ovarian gestation in 
the first stages. The only reliable test of this would be the discovery 
of foetal structures in the ovarian tissue or blood-clot. This un- 
doubtedly demands a very careful search, as if the pregnancy has 
terminated at an early date chorionic villi may escape discovery 
unless all portions of the blood-clot are examined with care. 
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Conservative Operations upon the Internal Female 
Genital Organs, with Special Reference to the 
Operation of Duhrssen-Beuttner. 


By Eruiipa B. Meaxry Haarsrercurer, M.B., B.S. (Lond.), late 
Voluntary Assistant, Obstetrical and Gynecological Clinique, 
University of Geneva (Prof. O. Beuttner); Voluntary Assistant, 
Kéniglichen Frauenklinik, University of Munich (Prof. Dr. 
Déderlein). 


THERE are few subjects in gynecology which have provided more 
material for controversy than the operative treatment of the diseased 
uterus and adnexa. Some surgeons are still tempted to resort to a 
radical operation after too short a trial of conservative treatment ; 
while others persist with hot injections, hot air, tampons, pessaries, 
ete., until, after years of suffering, an often retarded menopause may 
bring relief. Conservative technique has grown apace with increased 
knowledge concerning the functions of the individual organs and the 
nature of the diseases affecting them. Laparotomy, the first route 
resorted to, still holds the field. The vaginal route is not in favour, 
and recognized indications for it become less and less. The earliest 
laparotomists followed Lawson Tait and removed tubes and ovaries, 
preserving the uterus. Though the immediate results were good, 
pain, menorrhagia and leucorrhea, often returned, and Pozzi drew 
attention to the presence of metritis in the subinvoluted uterus. 
Fritsch, in particular, noted the occurrence of painful “stump 
exudation ” in the uterine cornua, the seat of the infected interstitial 
portion of the tube. The raw surface exposed after lifting the uterus 
out of its bed of adhesions, and the raw pedicles on the surface of the 
broad ligaments were liable to contract intestinal adhesions. The 
uterus, robbed of its adnexa and subject to backward displacement 
and its train of evils, proved a source of trouble and, without the 
ovaries, was superfluous. 

For clinical and technical reasons the American school, followed 
by Paris and Vienna, instituted total or subtotal hysterectomy. 
Kroenig, Doederlein and Faure particularly developed the methods, 
and Faure in his treatise gives, roughly, the following :— 

1. Hysterectomy by hemisection (Faure and Kelly). The uterus 
is divided sagittally in the mid-line, and then divided transversely 
at the level of the cervix, and the uterine arteries clamped. The 
hand penetrating to the base of the broad ligament enucleates the 
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adnexa from within and below, and they are removed with each 
corresponding half of the uterus; and, lastly, the broad ligaments 
are clamped and divided. 

2. Hysterectomy by “décollation” or primary section of the 
cervix (Faure). The uterus is amputated transversely at the level of 
the insertion of the utero-sacral ligaments, then the uterine arteries 
are ligatured. The adnexa are attacked from below and the whole 
is removed en bloc. 

3. Hysterectomy by primary extirpation of the uterus (Terrier). 
The uterus is separated at the level of the cervix and removed first. 
Then the adnexa are shelled out, attacking them in their turn from 
below and within. 

In all these procedures the operator follows the natural plane of 
cleavage at the base of the broad ligament with relative ease. By 
sacrificing the uterus the lateral structures are approached from 
within and below. It is easier, and therefore safer, to enucleate the 
uterus and appendages en masse than to attack the often firmly 
adherent lateral structures alone, and the risk of bursting purulent 
collections is much less (Kelly). 

Since Sir Spencer Wells, by his analysis of 1,000 cases of 
ovariotomy, showed the extreme value of leaving one ovary (1891), 
the importance of avoiding the sequel of the artificial menopause 
has been fully recognized. 

The value of even part of an ovary has been shown by grafting 
experiments, which also confirm the chemical nature of the 
“secretion,” since the integrity of the nervous relations of the ovary 
is not a sine qua non of its regular functioning. Birth is said to 
have followed such experiments (Morris). 

Villemin recently demonstrated that the corpus luteum poursinto - 
the blood a toxic and vaso-dilator principle. By intravenous injec- 
tion of its extracts, he shows that the periodic function of the 
corpus luteum explains all the symptoms of the menstrual period; he 
thinks that the cause of difficult menstrual troubles should be sought 
in the functional alteration of the corpus luteum, and, lastly, that 
the morbid phenomena observed in the course of the menopause, 
natural or artificial, are due to the more or less rapid disappearance 
of the corpus luteum. 

Pankow considers that removal of the uterus may be followed by 
“ausfallserscheinungen,” similar, though less in intensity, to those 
following removal of the ovaries, and resembling the troubles of the 
normal climacteric. O. 0. Fellner favours the view that the uterus 
also supplies an internal secretion. 

Knowledge has also advanced concerning the nature of affections 
of the different organs. What once was considered disease necessitat- 
ing entire removal is not now regarded as such. “Sclerosis” of the 
ovary is recognized as a change due to disturbed nutrition, cysts of 
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the Graaffian follicles or corpus luteum are treated by puncture, 
ignipuncture or resection. Entire regeneration of the remaining 
part may follow removal of the diseased portion or focus, and an 
apparently badly diseased organ again become sound. The founda- 
tion of conservative treatment of the ovary was laid by C. Schroeder 
and A. Martin. 

Polk, in 1887, had insisted upon the functional value of opened 
and amputated tubes. At the Congress of Geneva, in 1896, Singer 
laid stress upon the necessity of sparing the uterus when possible. 
“Parce ovario et utero si possis.” 

In 1898 Diihrssen advised excision of a wedge-shaped piece of the 
fundus as a therapeutic procedure for the cure of chronic metritis in 
severe cases, and obtained good results. In slight cases he suggested 
that the incision from the tubes should be prolonged and only the 
interstitial portion of the tube removed. This procedure could be 
carried out by the abdominal or vaginal route and used for diagnostic 
purposes and exploration of the uterine cavity. The exceptionally 
favourable conditions for resorption presented by the injured uterus 
and consequent danger of lethal ptomaine intoxication may render 
a hand, not dangerous to the peritoneum, very dangerous to the 
uterus, and rubber gloves, introduced by Doederlein, should be used, 
and the suture rendered extraperitoneal by suturing the posterior 
wall of the uterus to the anterior border of the opened peritoneum 
(Diihrssen, 1908). 

Beuttner, about the same time, arrived at the same treatment 
of the uterus from a different point of view. His object was to spare 
the function of menstruation by sparing the uterus, and yet retain 
the facility of approach to the adnexa from within and below afforded 
by the various methods enumerated by Faure, disturbing the rela- 
tions of the pelvic structures as little as possible, and at the same time 
having a beneficial effect upon the metritic uterus and obviating the 
disadvantages of leaving it. Beuttner set himself to perfect a 
technique which should secure these results. 


His method is as follows: — 


1. Transverse incision of the abdomen (Pfannenstiel). Peritoneum 
opened, and the intestines kept back and protected by large com- 
presses and retractors, 


2. Most careful inspection of the lesion, with special reference to 
the ovaries. If all hope of sparing any ovarian tissue is abandoned, 
then one of the methods described by Faure is adopted. If part or 
whole of either or both ovaries can be spared the choice lies between 
three lines of incision, as shown in Fig. 1. The fundus is seized 
with two pairs of forceps and a cuneiform piece is excised, avoiding 
with particular care the insertion of the round ligament. The 
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incision is prolonged with scissors into the broad ligament in front 
and behind on both sides (¥ig. 2). 

3. The wedge-shaped piece is hemisected and the two portions are 
seized with forceps and detached with scissors. At the cornua the 
uterine arteries and branches are cut and clamped. 

4. The operator then penetrates with the fingers into the para- 
metrium at the side of the uterus and shells out the adnexa on each 
side from within, and removes them attached to the corresponding 
part of the excised cuneiform portion of the fundus. 

5. The uterine wound, which may penetrate deeply into the 
uterine cavity, is closed by three layers of suture (catgut): (1) 
muscular-mucous; (2) muscular-serous; (3) sero-serous. The broad 
ligament is also closed by a sero-serous suture (Fig. 3). The raw 
uterine surface and wound may be brought forward and fixed to the 
parietal peritoneum, 

The patient now possesses a small uterus accompanied by some 
portion of ovarian tissue. The round ligament persists. The relation 
of the uterus to the bladder is not disturbed. The broad ligaments 
have been sacrificed as little as possible. The sacrifice of pelvic 
structures and disturbance of anatomical relations has _ been 
minimal. The three layers of suture of the uterine wound, as well 
as ventral fixation, prevent risk of infection from the uterine cavity, 
but in addition suitable cases may be “ peritonised” by the sigmoid 
flexure, as suggested by Aubert. Backward displacement of the 
uterus is impossible, and no raw surface is exposed. 

Menstrual pain and increased flow may be noticed for the first 
few periods after the operation, and are explained by the obstruction 
of the venous circulation caused by the sutures inserted to control 
bleeding, etc., and may be regarded as similar to the increased flow. 
which occurs in the puerperal uterus and favours involution. When 
both tubes are not removed and future pregnancy has to be considered 
Diihrssen advocates the insertion of a few catgut sutures instead of 
excision of the fundus to obtain this result. 

A few months after the operation these symptoms gradually 
disappear, pointing to the functional cure of the metritis. Resection 
of the uterus would also appear to have a salutary effect upon the 
ovary. , 

Removal of the focus of disease, breaking down adhesions and 
restoring circulation and channels of nutrition and resection of 
sclerotic or cystic portions, appear to be followed by a spontaneous 
cure in the ovary or fragments of ovary left (Doederlein and 
Kroenig). 

When the function of the ovary entirely ceases is not yet known. 
This method is especially to be recommended in cases of young 
women not near the menopause. The disturbances of the artificial 
climacteric are avoided, and the menstrual function continues, which 
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latter fact has important psychological bearings upon the mind of 
the patient and the opinion of the public, and has an effect upon the 
wellbeing of the patient in a manner perhaps not yet fully under- 
stood. 

Although in cases at present thus treated lesions of the adnexa 
sufficiently serious to tempt many surgeons to perform total castration 
were present, this conservative method has been followed by perfect 
cure. The patients declare that they menstruate as when they were 
young girls free from all pelvic trouble. No signs of localized 
pelvic peritonitis have been noticed after the operation, and later 
examination showed no sign of adhesions. The technique is delicate, 
and no doubt may be more difficult in some cases than total 
hysterectomy, but it tends to the wellbeing of the patient, and is a 
a progressive step towards the highest aim of surgery “conservatism.” 

This method was first suggested by Prof. 0. Beuttner at a clinical 
lecture at the Obstetrical and Gynecological Clinique of the 
University of Geneva, on January 22 1908. 
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Intravenous Narcosis. 

H. Scutrmpert, Freiburg (Zentralb. f. Gyn., 1910, No. 25), reports six cases of 
intravenous anesthesia by Burkhardt’s method. A 5 per cent. solution of ether in 
normal salt solution was used, but the results were very unsatisfactory. In only one 
instance, an exploratory laparotomy, was the anesthesia sufficient, in all the others 
it was incomplete. Moreover, at the spot where the canula lay clots were formed 
which entailed the danger of embolism. The method seems to have no advantages 
over other kinds of narcosis, and for the present must be described as unusable. 

J.J. M. 


Tamponage for drying out the Vagina. 

E. Kravs, Brinn (Zentralb. f. Gyn., 1910, No. 26), recommends vasogen in place 
of glycerine for tamponage. The tampons should be dipped in vasogen dissolved by 
gentle heat, untll they are half soaked through. For the dry treatment of 
the vagina Kraus prefers gypsum to the bolus albus, recently recommended by 
Nassauer, as it absorbs twice as much water as the bolus. No disinfectants should 
be employed for irrigation; camomile tea, however, has proved most satisfactory. 

J.J. M. 


Tuberculosis of the Uterus and its Appendages. 

Poncer and Lericue (La Gynécologie, May 1910) read a communication to the 
Académie de médecine in June of this year. They are of opinion that many of the 
sclerotic lesions in the pelvis are due to tuberculosis in early life, such as the micro- 
polycystic degeneration of the ovaries, fibrosis of the uterus and hydrosalpinx. It 
may not be possible in all cases to prove this, just as it might be difficult to prove, 
without the Wassermann reaction, the causal connection of the original syphilitic 
infection and the tertiary manifestations, such as gummata. Infantilism of the pelvic 
organs is a common sequel of early tuberculosis, rather, than as is generally believed, 
a precursor. The amenorrhcea of the tubercular is a direct manifestation of that 
disease, and not merely a result of the general dyscrasia produced by it. Of 
53 tubercular patients suffering from dysmenorrhea and under treatment by tuber- 
culin, 40 were cured of their dysmenorrhea, and 5 were improved. The corpus 
luteum is now believed to have an internal secretion whose function is to maintain the 
nutrition of the genital organs, and the development of the corpus luteum is hindered 
by the condition of sclerosis : of this last the commonest cause is tuberculosis, which 
may be said to produce a condition of subalbugineal castration. Thus women 
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suffering from amenorrhea, or from infantilism or from early abortions in the absence 
of a distinct history of syphilis, should always be suspected of suffering from latent 
tuberculosis, and should be treated by the general hygienic methods appropriate to 
that disease. E. H. L. O. 


Pfannenstiel’s Wedge-Resection of the Uterus. 

Orro von Franquk (Zeitschr. f. Geb. und Gyn., Bd. Ixvi, Heft 3) gives his 
opinion of this operation for prolapse combined with metroendometritis, which he has 
performed fifteen times. The operation consists in drawing the uterus forward 
through the vesico-uterine folds, stitching the vesical peritoneum to the posterior 
wall of the cervix, and then, by two converging incisions extending from the cornua 
to the os internum, removing as much of the fundus and body as is necessary. 
The two halves of the uterus are then united in the middle line by catgut sutures, 
and the reconstructed uterus stitched in between the bladder and the vaginal wall. 

v. Franqué regards the operation as a welcome addition to our means of treating 
both partial or complete prolapse in those cases in which either the body of the uterus 
is so enlarged that it cannot be dealt with without further plastic operation, or in 
which an account of symptoms, particularly bleeding, special treatment is indicated. 
He has experienced, like others, a number of post operative temperatures with 
this method of treatment. This he regards as due to the necessarily imperfect 
hemostasis and the difficulty of carrying out a strictly aseptic technique by the 
vaginal route. v. Franqué regards the conditions of the wound and operation as very 
favourable to septic development, and is of opinion that, if by any unfortunate 
chance the infecting organisms were virulent, the prognosis would be more grave 
than in similar circumstances after total extirpation of the uterus. R. W. J. 


Chronic Endometritis. 

ALBRECHT (Muenchener m. Wehns., 1910, No. 23, S. 1200), at the Munich 
Gynecological Society recently discussed, in connection with his former theoretical 
objections to the “new doctrine about endometritis,’ the results he had obtained 
in conjunction with Dr. Logothetopulos from the examination of the debris of 
130 curetttings, and of 15 uteri, and exhibited numerous specimens, photomicrographs 
and drawings. He drew the following conclusions :— 

(1) The anatomical diagnosis of chronic endometritis depends on the proof of 
characteristic changes in the stroma and in the vessels: abnormal, diffuse, or 
circumscribed accumulation of lymphocytes, exsudation, irregular hypertrophy or 
atrophy of the stroma, increase of the vessels in number, with changes characteristic 
of chronic inflammation, interstitial inflammatory infiltration of the muscular tissue. 
Plasma cells are present in 5 per cent. of the cases of anatomically ascertained 
chronic endometritis : alone they are not a criterion for the diagnosis. 

(2) Apart from the normal premenstrual hyperplasia of the uterine mucosa, we 
find stationary hyperplasia in all its stages: (a) in the menopause, in all the 
transitional phases to adenoma; in the post-menstrual period and interval (in 77 per 
cent. of the mucose with chronic inflammation, and in 20 per cent. without it; 
(c) with long-standing placental retention; (d) with long-standing hxmorrhages (in 
53 per cent.). 

(3) The stationary hyperplasia is generally distinguishable, on purely anatomical 
grounds, from the premenstrual; mitoses (as premenstrual very rare), irregularity 
(disappearance of the premenstrual division into three layers, compact, spongy and 
basal) ; true interglandular papillary proliferation, proncunced looping, and perhaps, 
in polypous hyperplasia, dendritic branching of the dilated glands, thickening, 
multilinearity and height of the epithelium, irregularity of the secretion (which may 
cease altogether), deep penetration into the musculosa. The invagination formations 
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are probably, for the most part, artificially made by compression during curettage, 
but may to some extent occur through transverse or oblique section of the bends of 
much convoluted glands or through profuse interglandular proliferation. In none of 
the uteri removed by total extirpation, however extreme the hyperplasia, were there 
any invaginations‘proper. In four cases cells like little pins were seen, probably 
due to compression. 

(4) Chronic recurring inflammation disturbs and obliterates the typical appearances 
of the successive phases of menstruation in the mucosa (hyperplasia of the glands, 
with or without secretion, associated with chronic inflammation in 70 per cent. of the 
cases, in the post-menstrual period; in 62 per cent. in the interval; in from 15 to 
25 per cent. in mucose free from inflammation). 

(5) Chronic recurring inflammation produces in the uterine mucosa, in the large 
majority of cases, the appearance of proliferating inflammation. The most striking 
proofs of inflammatory hyperplasia are the deep proliferations (found in 43 per cent. 
of the specimens containing muscular tissue); moreover, chronic inflammation was 
associated in 77 per cent. with hyperplasia, in 3 per cent. with atrophy and in 
20 per cent. with an approximately normal condition of the glands. The expression, 
“endometritis hyperplastica seu proliferans” is as justifiable as ever. A distinction 
is to be drawn between it and the pathologic stationary “hyperplasia mucosfe uteri” 
if no existing inflammation is to be detected as its cause, and congenital abnormities 
and chronic hyperemic conditions (displacements, tumours, etc.), or, finally, autotoxic 
influences (anomalies in ovarian secretion) must be accepted as causes. J.J. M. 


Recent operations for Prolapse of the Vagina. 

Kern, Munich (Muenchener m. Wehns., 1910, No. 27, S. 1473), in a communica- 
tion to the Munich Medical Society, drew attention to the frequent inefficiency of 
ordinary plastic operations upon the vagina and perineum in cases of prolapse of 
the vagina and uterus. Most of the statistics estimate the recurrences of prolapse 
of the anterior vaginal wall and cystocele, at 30 or more per cent. Many ways have 
been tried to prevent such recurrences by stitching the uterus to the abdominal wall, 
or to the vagina itself in the first place; ventral or vaginal fixation; but even that is 
often unsuccessful. The cystocele may recur alone, or the uterus may stretch the 
artificial adhesion into a cord, which Fritsch has satirically called the fundal uterine 
ligament, and may again prolapse. 

Four other methods have been devised more recently. 

(1) A plastic operation on the muscular tissue of the perineum by free exposure 
and stitching together of the preserved fibres of the levator ani and by suture of 
the ends of the torn sphincter. 

(2) The interpositio uteri vesicovaginalis, as practised by Freund, Schauta and 
Wertheim, the object of which is to place the uterus, like a bolster, between the 
anterior wall of the vagina and the bladder, so as to prevent the especially frequent 
recurrence of the cystocele. The bladder rests upon the posterior face of the uterus. 
This method has proved very effective when the condition of the uterus has been 
normal. Ktiern has used it in about 60 cases and never seen a recurrence of the 
cystocele when the uterus has been normal. But with enlarged, just as with very 
small atrophied uteri such as are commonly found after the climax, recurrence of 
the cystocele is common, and in the latter case especially the uterus is not large 
enough to reinforce the whole of the anterior vaginal wall, and the cystocele finds 
room to develop. Before the climax the interposition must be supplemented by 
sterilization, for after it, the possibility of a normal delivery is by no means certain. 
The sterilization is generally effected by the resection of a piece of each tube and 
covering the tubal stumps with peritoneum. The patient and her husband must 
both consent to the sterilization, and that consent Klein always demands in writing. 
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In most of the cases, however, the patients are multipare, and voluntarily express 
a wish to be spared the possibility of further conception. As far as statistics are 
available the results of the interposition of the normal uterus are described as 
favourable by all. Some deaths, however, are reported, some from after bleeding, 
some in cases in which wedge-shaped excisions have previously been made out of 
very large uteri. The operation, therefore, is not one for all cases, but only for 
such as are carefully chosen. 

(3) The transplantation of muscular tissue from the gluteus has been proposed 
by Tandler and Halban; so far as yet this has only been tried on the cadaver. The 
suggestion is instructive, as dribbling incontinence of urine from deficient constriction 
by the sphincter of the urinary bladder has been successfully relieved by transplanta- 
tion of tissue from the abdominal muscles. 

(4) Rieck of Altona has proposed quite recently an original method which he 
calls “a plastic vaginal operation,’ doubling the vaginal wall.” One might describe 
it curtly as “an overcoat method.” Rieck splits the anterior and posterior vaginal 
wall longitudinally, dissects vaginal flaps on both sides, resects a portion of each 
flap and unites, not, as heretofore, the edges of the wound, but draws one flap 
broadly over the other, just as when one buttons an overcoat ona draws one side 
over the other. The lower flap is previously scraped a little with the knife, but only 
so as to remove the superficial epithelium, not the entire layer. The one flap is in 
this way stitched upon the other, and the vaginal wall exactly doubled so as to be 
twice as strong. It is evident that this thickening of the vagina constitutes a 
protection against inversion. It is surprising that the buried! epithelium does not 
form cysts; but Rieck, in more than 50 cases during six years, has seen nothing of 
the sort. This operation can of course be supplemented by amputation of the portio; 
this Rieck does in all cases, but it is not necessary unless the portio be enlarged. 
Moreover, interposition, after sterilization, can be done at the same time. As Rieck 
says, with some humour, a modern operation for prolapse consists of the following 
procedures: Amputation of the portio, vaginal tubal sterilization, anterior and 
posterior doubling of the vaginal wall and plastic operation on the perineum. Before 
the climax one would do well to curette the uterus, to be sure one was not interposing 
a suspect or malignant organ. By this method the vagina is so narrowed that it forms 
a somewhat stiff tube. Klein has performed the operation twice with good initial 
results; the permanent effects must be judged later. J.J. M. 


Pfannenstiel’s Transverse Fascial Incision not Contra-Indicated 
by Suspected Infection. 

R. Kuorz, Tiibingen (Zentralb. f. Gyn., 1910, No. 21), points out that Pfannenstiel 
himself in 1908 extended the indications for his transverse fascial incision to sup- 
purating and infectious conditions, carcinoma of the uterus, peritoneal and genital 
tuberculosis and inflammatory adnexal disease. On this point Klotz has examined 
the material of the Tiibingen Klinik of the three years 1907-9, in all 84 cases. Of 
12 of these he could not hear anything; 12 wrote that there was no gap or hernia in 
the fascia. He was able to examine the other 60 himself: in 51 there was neither 
gap nor hernia in the fascia; in 6 a gap or demonstrable hernia, and in the remaining 
3 cases conspicuous hernia. Klotz therefore concludes that Pfannenstiel’s incision 
may be properly employed in operating upon cases which are not free from suspicion 
of infection, since its results are at least as good as those of the longitudinal incision. 


Hormeier, Wiirzburg (J/uenchener m. Wehns., 1910, No. 24, S. 1809), speaking 
at the Congress of Physicians of the Middle Rhine, said that there is a fashion in 
operations, and good old methods are often suddenly abandoned without reasons. 
Pfannenstiel’s incision came into fashion almost everywhere. The advantages claimed 
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for it were: (1) a better cosmetic effect; (2) the patients could leave their beds 
sooner ; and (3) post-operative hernias were less frequent. 

Hofmeier attaches no importance to the cosmetic effect of enaien 4 cicatrices : 
he makes all his patients lie in bed for from 10 to 14 days after abodminal section 
and has no intention to shorten that period; as regards post-operative hernia he 
does not think the results were worse under the old methods of incision than those 
under Pfannenstiel’s, Pfannenstiel himself had about 1 per cent. of hernia ; Hofmeier 
in 583 cases which were kept under control found there were 16 cases of hernia, but 
excluding the cases in which complications such as tuberculous peritonitis and 
suppuration were disposing factors the proportion of hernia was only 1°8 per cent. 

Hofmeier does not oppose Pfannenstiel’s incision, but regrets that good old 
methods--which had many advantages: easier to perform, affording a better view, 
and more simple suture—should be altogether abandoned and the transverse 
fascial incision put forward as the only good method. J.J. M. 


Isolation of the Stump of the Uterus; a New Technique in 
Gynzcological Laparotomy. 

E. Soitms, Charlottenburg (Zentralb. {. Gyn., 1910, No. 23), has accepted the 
principle of excluding all stumps, and especially wounds in the fundus, out of the 
peritoneal cavity, with the aim of securing healing without reaction. His ‘‘isolation 
of the stump”’ secures therefore, without interfering with menstruation, the exclusion 
of the stumps of the uterine adnexa and the wounds in the small pelvis out of the 
peritoneal cavity and a free exit for their secretions. The method is adapted not 
only for adnexal affections but also for laparotomies in which, owing to resections of 
the fundus, wedge-shaped excisions or enucleation of myomata, the uterus is exten- 
sively wounded. Practically speaking the size of the peritoneal cavity is diminished 
by the space of the smaller pelvis and this pelvic peritoneal cavity becomes a 
parametrial region lying open to the vagina. 


Kostank, Berlin (ibidem), in connection with an operation upon a primipara, 
20 years of age, with a flat rachitic pelvis, which was complicated by injury of the 
bladder, profuse venous hemorrhage and atony of the uterus, while the puerperium 
was marked with an evening temperature of 38°4°, says that in future he will adopt 
Solm’s method in combination with the metreurynter incision, and if this should not 
prove adequate, will perform extraperitoneal Cesarean section. J.J. M. 


A Fibromyoma of the Round Ligament. 

Fr. v. zur Mtuten, St. Petersburg (Zentralb. f. Gyn., 1910, No. 26), describes a 
typical extraperitoneal fibromyoma of the round ligament, 400gms. in weight, 
occurring in a sterile married woman and successfully removed by operation. The 
tumour had been present for three years, and followed an accidental fall down stairs. 
New growths of the round ligament may be intraperitoneal, extraperitoneal or intra- 
canalicular; they are generally non-malignant and either myoma, fibromyoma, fibroma, 
adenomyoma or cystic. J.J. M. 


Carcinoma of the Cervical Stump after Chrobak’s operation for 
Myoma. 

H. Hinrerstoisser, Teschen (Zentralb. f. Gyn., 1910, No. 28), adds a new 
personal observation to those published in 1903, so that now 10 cases of the kind are 
recorded. Nevertheless, Chrobak’s operation will continue to be the normal one for 
large myomata. It is, however, desirable to have the extirpated tumour (or the 
amputated myomatous uterus) examined immediately, and to keep the patient 
afterwards under regular and frequent observation. J.J. M. 
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Placental and Congenital Tuberculosis. 

G. Levensercer (Hegar’s Beitrige, Bd. xv, Heft 3) reports two cases of acute 
miliary tuberculosis of the mother, in which miliary tubercles were found in the 
placenta and tubercle bacilli passing into the fcetal circulation, and, owing to injury 
of the chorionic cell vessels, the latter without the former. The umbilical cords 
of the children of tuberculous women should be tied and cut as soon as possible, 
since a gennaeogenetic infection with tubercle bacilli, by the way of the chorionic 
cell vessels injured during the labour, seems to be ascertained. J.J. M. 


Teratoma Strumosum Thyroideale Ovarii. 

F. Progscuer and J. A. Roppy (Amer. Journ. of Obstet., April 1910) have 
collected the previously reported cases, and have added three more. They give a 
detailed account of the histology of the tumours and compare sections of various 
reported cases. 

In considering the origin of these tumours they give the three possible theories : 
that they may be the result of embryonal displacement of aberrant blastomeres, that 
they may be caused by emboli carried from a normal thyroid to the ovary by the 
blood, and, thirdly, that they may be due to emboli from a thyroid growth. 

The facts adduced in favour of embryonal origin and against metastasis are given 
as (a) single metastatic growths are very rare; (b) nearly all tumours characterized 
by metastasis are malignant, and, if treated as the cases recorded were, would cause 
death soon after operation, whereas the mortality in the series is 20 per cent.; 
(c) most metastases from thyroid gland tumours occur in bone and not in the ovaries, 
but none of these cases show bone involvement. 

In considering the question of malignancy of these tumours the authors think that 
most of them are undoubtedly benign, while some are as certainly malignant. They 
believe that a definite diagnosis between the two can be made by the microscope, 
and give as the distinguishing points that tumours with normal thyroid tissue, with 
only a single layer of epithelial cells in the vesicles are benign; while, when the 
vesicles contain many layers of irregular epithelial cells, many mitotic figures or 
areas identical in appearance with adeno-carcinoma, the tumour is malignant. 

J. B. B. 


The Relation of Appendicitis to Adnexal Disease and Extrauter- 
ine Pregnancy. 

Woxtcemuta (Muenchener m. Wcehns., 1910, No. 28, S. 1522), in a recent 
communication to the Berlin Medical Society, remarked on the extraordinary number 
of diseases which are mistaken for appendicitis, and especially on the difficulty in its 
differential diagnosis from affections of the uterine adnexa. When the appendix 
and the adnexa are simultaneously affected the syndrome is hardly explicable; 
nevertheless, there are some factors which may lead to a correct diagnosis. In 
particular an exact anamnesis must be obtained as’ to whether the symptoms 
predominantly affect the sexual sphere or the digestive system; moreover, in every 
case, a thorough bimanual examination of the genitalia from the vagina and from 
the rectum must be obtained. A case under Wohlgemuth’s own observation shows 
that in spite of the observance of both these conditions one may be often surprised. 
The case was that of a girl, 26 years of age, who was said’ to have suffered from 
three severe attacks of appendicitis in January, May and November. Owing to the 
threatening aspect of the last attack Wohlgemuth operated, and found the parietal 
peritoneum so extensively adherent to the intestines as to make it very difficult for 
him to enter the peritoneal cavity. The right adnexa were wanting, but a fluid 
mass of a bloody colour was found in the cavity, and a diagnosis of ruptured 
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extra-uterine pregnancy was made. The appendix, in a state of chronic inflammation 
was found close up under the liver. An appendicitis was in fact also present. 

From the conditions found at the operation and the anamnesis as completed after 
the patient’s recovery Wohlgemuth concludes that the first attack was an appendicitis, 
the second a rupture of the tube; at that time there was loss of consciousness and 
subsequently icterus. The supposed perforative perityphlitis was an infection of the 
hematoma from the appendix. As the appendix was adherent to the wall of the tube 
and in the absence of other disease of the genital tract in this primigravida, 
Wohlgemuth supposes that the inflamed appendix was the cause of the extra-uterine 
pregnancy. 

In the discussion IsragL reported a case of coincidental appendicitis and adnexal 
disease in a woman, 30 years of age, who had never had previously any genital 
affection and had menstruated normally only 14 days back, but had had an attack 
of appendicitis one year previously. She got suddenly ill at night after a passionate 
cohabitation, and was operated upon for appendicitis the next day. When he opened 
the abdomen Israel found a large quantity of fluid and clotted blood, but, to his 
astonishment, the adnexa were normal save for a ruptured cyst, the size of a cherry, 
which had been the source of the hemorrhage. The appendix when found proved to 
be seriously diseased ; it was large, tensely distended and hemorrhagically changed. 
He supposed the follicular hemorrhage and the hemorrhagic recurrence of the 
appendicitis to have been caused by the intense congestion of the abdominal and 
sexual organs consequent on the orgasm. 

GortscHaLK drew attention to the difficulty of differential diagnosis between 
torsion of the pedicle of true ovarian cysts and appendicitis. Extra-uterine pregnancy 
is more easily detected ; the hematoma affords a characteristic condition on palpation, 
and is found quite close to the uterus. He could not agree with Wohlgemuth that 
in the case reported the appendicitis was the cause of the extra-uterine pregnancy ; 
at all events this was not proved. J.J. M. 


Non Occides. 

Knapp, Prag (Volkmann's Sammlung, 1910, No. 584), discusses the subjects of 
induction of abortion and premature labour, of craniotomy and of baptism. He 
quotes from many medical and ecclesiastical authorities, and the pamphlet is 
written with a decided Catholic bias. Thus “artificial abortion in all circumstances 
is murder, and accordingly forbidden by the laws of God and men,” but the removal 
of an extra-uterine pregnancy seems to be permitted by the Holy Office. He quotes 
apparently with approval the dictum that “the mother must sacrifice her temporal 
life rather than damn the soul of her unborn foetus who is in a state of original 
sin.” Baptism of the foetus in a closed uterus is not permitted, but it may be 
accomplished by means of hollow needles pushed through the abdominal coverings 
till the foetal head is reached. He quotes from Rutterman, who suggests that as the 
Church forbids these operations the Church should provide hospitals throughout the 
country districts where proper obstetric operations can be carried out. E.H.L.O. 


Heart Disease in Pregnancy, Labour and the Puerperium. 

J. F. Moran (Amer. Journ. of Obstet., July 1910) draws attention to the various 
dangers following upon pregnancy in a patient the subject of organic heart disease. 
Crippled placental circulation is responsible for abortion in the early months, while 
asphyxia, fatal often to mother and child, may occur at labour. Post partum 
hemorrhage and acute pulmonary cedema may cause death immediately after labour, 
while the diminished resistance of the patient may favour an attack of acute 
endocarditis should puerperal infection result. The nature of the cardiac lesion has 
considerable bearing on the clinical phenomena resulting; mitral insufficiency pre- 
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disposing to cedema and asystole; aortic insufficiency to syncope and epistaxis; 
while mitral stenosis may lead to cerebral embolism, post partum hemorrhage or 
hemiplegia. 

In the management of pregnancy in the presence of cardiac lesions the author 
draws attention to the importance of continual observation, and of guarding the 
patient against over-exertion, excess in eating and exposure to cold. The active 
skin, bowels and kidneys should be carefully regulated, and pulmonary or renal 
congestion especially watched for. When compensation fails he considers medical 
measures best, reserving the induction of labour if possible until viability of the 
child is reached, and he advocates it then more for the small child to be delivered 
than for its effect on the cardiac condition. 

He advises morphia during the expulsion stage of labour and delivery as soon as it 
can be performed without undue shock or lowering of blood-pressure. Immediately 
after delivery a sand-bag should be placed on the abdomen to guard further against 
the latter danger. Spontaneous expulsion of the placenta is recommended and any 
kneading of the uterus deprecated, as free bleeding will help the disturbed circulation. 
Ergot should never be given. Nursing should not be allowed. 

With regard to the advisability of mfrriage in the case of a patient with cardiac 
disease the author is entirely against it. J. B.B. 













Local Tuberculin Reaction in Pregnancy and the Puerperium, 
and their diagnostic and prognostic significance. 
Stern (Zeitschr. f. Geb. und Gyn., Band Ixvi, Heft 3) records a number of 
systematic observations on the cutaneous and conjunctival tuberculin reactions in 
pregnant and puerperal patients. He found that of healthy non-pregnant women 
65 per cent. gave positive reactions to the cutaneous and 14°5 per cent. to the 
conjunctival tests. During the first six months of pregnancy the proportion sank 
to 54 per cent. and 7 per cent. respectively. In the 7th, 8th and 9th months 
respectively the cutaneous reactions diminished to 36, 30 and 28 per cent., while the 
ccnjunctival reaction results were consistently negative. In the puerperium the 
proportions of positive results were 67 per cent. for the cutaneous and 11 per cent. 
for the conjunctival. This diminution of the reaction capacity during pregnancy is 
perhaps due to a diminution of the tuberculosis antibodies, which diminution in 
its turn may explain the unfavourable influence of pregnancy upon tuberculous 
disease. It is possible that this diminution of the antibodies may be due to their 
combination with the lipoids of the placenta or to their being taken up by the 
increased lipoids of the blood. The conditions governing the reaction in pregnancy 
are, however, so complex that the author does not regard the results as of any great 
diagnostic or prognostic value, especially in the later months. As corroboration of 
physical methods they may be of diagnostic value. An attempt to draw conclusions 
as to the prognosis of tuberculosis in pregnancy by Arneth’s blood method was 
fruitless. R. W. J. 




















The Decalcification of Pregnancy: a Study in Osteomalacia. 

Prof. Marquis, of Rennes (Z’Obstétrique, June 1910), gives a history of the 
researches made in the elimination of lime salts. In the first period the urine alone 
was examined and contradictory results were obtained. In the next period observers 
headed by Neumann analysed the ingesta as well as the urine and feces. A complete 
analysis is impossible for the dosage of the lime salts required for the foetus varies 
from time to time; but Bar made an advance by estimating the quantity of lime 
salts circulating in the blood. This observer, making his observations on women and 
on bitches was able to show that in the middle period of pregnancy the excretion 
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of lime in the feces and urine is increased, while in the last quarter it is much 
diminished. In the first case recorded by Marquis the woman was a primipara in 
her eighth month suffering from pelvic pains aggravated by movement. The quan- 
tity of lime absorbed was 3°576 grams, and the quantity eliminated was 1°6665 grams, 
but the amount in the circulation was *12 per cent. as against the normal ‘052. 
Two months after confinement the daily excess of elimination over absorption was 
‘755 gram, while the ratio in the blood was °15 per litre as against the normal ‘03 of 
a normal woman after confinement. The second case has already been published 
and was that of a quartipara seen at the end of pregnancy with a daily elimination 
3°7 grams of which only ‘04 was by the kidneys. The woman died after Cesarean 
section and the autopsy revealed a chronic inflammatory condition of the kidneys. 
The quantity in the circulatory blood was ‘162 per litre. In addition to the loss by 
the excretions a considerable quantity of lime is usually deposited in the tissues of 
the body. The dosage of the lime in the circulation gives the best criterion of the 
lime salts lost from the bones. 

There is no doubt that the decalcification of the bones is the secondary cause of 
the condition known as osteomalacia : the primary cause is quite unknown but seems 
to be in relation to some disturbance of the ovarian or suprarenal functions. Two 
hypotheses have been suggested, one is that there is a loss of the power of calcifica- 
tion ; the other is that the usual elimination is increased in amount. Marquis holds 
by the second of these views. Analysis of the bones of his patient who died showed 
a marked diminution in the lime salts, especially in the flat bones as shewn by the 
ratio of lime to magnesium in the ash. Clinical experience also supports this hypo- 
thesis, for an average fetus costs the mother about 45 grams of lime, and the 
elimination of lime is increased during pregnancy as Bar has shown in bitches. 
Osteomalacia is a disease of poverty and in its early stages not very uncommon : 
the painful condition of the pelvic joints and their looseness in pregnancy is an early 
stage of this disease which fortunately is often arrested at this stage. E. H.L.0O. 


Pregnancy in a Bicornute Uterus. 
Ricar and Srrepey (Soc. d’Obst. de Gyn. et de Pad., 1910, Vol. xii, p. 186).— 
The pregnancy occurred in the left horn of a bicornute uterus. The portion contain- 


ing the embryo was retroflexed and displaced the remainder of the uterus forwards 
and to the right. J. B. 


Placenta Previa Isthmica Totalis (et cervicalis ?). 

Pankow, Freiburg (Hegars’ Beitrdge, Bd. xv, Heft 3), reports a case, similar 
to one which he published some time ago, in which he was compelled to remove 
the uterus on account of very profuse hemorrhage at an abortion in the third 
month; the bleeding having begun seven weeks after conception. The patient 
died from anemia on the second day after the operation. It is evident from the 
clearly described anatomical changes that the seat of the impregnation of the ovum 
was not in the uterine cavity. J.J.M. 


Osteomalacia and Tetanus. 

G. Januszewska, Banjaluka (Wiener klinish-therapeutische Wcehns., 1910, No. 21), 
among about 20,000 sick persons in 10 years, notes no less than 3,500 cases of osteo- 
malacia. With the exception of 12 all were women of the poorer Mohammedan 
population of the town who were affected not only by deficient nourishment but also 
by the unhygienic conditions of dwelling and clothing. The rheumatoid form so 
frequently met with occurs chiefly from December to April. As a rule the disease is 
of a mild type, and in its early stages amenable to treatment with phosphorus and 
cod liver oil. It is not infrequently associated with tetanus (338 cases), which is 
also of a mild type. J.J. M. 
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The Pathogenesis of the Toxzmia of Pregnancy. 

J. Ewine (Amer. Journ. of Med. Sciences, Vol. cxxxix, No. 6).—This paper is a 
long and complex one, and it is difficult to do justice to it in an abstract. It should 
be read in its entirety by those interested in this subject. 

Prof, Ewing sets out to prove that acute pernicious vomiting, yellow atrophy and 
eclampsia are manifestations of essentially the same disorder of metabolism during 
pregnancy. 

A short historical sketch opens this paper, dating from 1860 when von Frerich 
pointed out the association of the morbid gross lesions with the symptoms in 
malignant jaundice, acute yellow atrophy and eclampsia. Gradually our knowledge 
of the relation of the changes in the liver to eclampsia has progressed until at the 
present time it is an established and recognized fact that eclampsia never occurs 
without definite hepatic lesions. 

In the same way our knowledge of the toxic origin of pernicious vomiting has 
slowly progressed. Isolated papers and examples of the disease are to be found in 
the literature of this subject. Dr. Blaire in 1898 was probably the first to construct 
a strong argument that all the milder so-called neuroses of pregnancy had probably 
a common basis in some alteration of the hepatic function and emphasised the 
resemblance between these disorders and those of recognized hepatism. About the 
same time Bar and Roger recognized and discussed the significance of the low urea 
and high ammonia in the urine. The first definite observation that ordinary vomiting 
of pregnancy is a toxic process which may end in acute yellow atrophy must be 
credited to Stone, who in 1903 reported fully on a case from the Cornell Laboratory. 
Rapid strides have recently been made in the elucidation of the problems of the 
toxemias of pregnancy by the author and Wolf, Whitridge Williams and others, 
chiefly by the aid of urinanalyses. Nor must the sound scientific work of Folin be 
forgotten. 

To-day the main points at issue concern the scope of the toxic form of hyperemesis, 
the significance of the urinary changes connected with it, and the relation between 
the toxic symptoms of early pregnancy and eclampsia in the later months. 

The chief objections to the acceptance of the toxic theory of vomiting of pregnancy 
would seem to be: (1) That the clinical manifestations are so varied and numerous 
and differ so much in intensity and progress that it is difficult to reconcile all to a 
common origin in the liver. Why should some patients who present the character- 
istics of pernicious vomiting recover after apparently trivial procedures? The answer 
cannot be definitely given. The pathogenesis of this early toxemia is a complex 
subject and in attempting to trace it one is led directly to such factors as hereditary 
predisposition, the present and past condition of the patient, the influence of the 
nervous system, the increased demands on metabolic activity, the functional disturb- 
ance, the thyroid and parathyroid glands. There is a something in gestation, the 
nature of which we are ignorant, which does definitely. call for a readjustment of 
metabolic processes. Otherwise, how is it that many animals eat little or no protein 
focd during gestation? 

The second objection is that the interpretation of the urinary analysis is based 
on a false assumption, and that the results of such analysis may largely be explained 
as the effect of starvation. 

It may at once be conceded that in some cases of hyperemesis the urinary changes 
are chiefly the result of starvation. But it is equally necessary to remember that 
starvation itself is often a rapidly fatal toxic process as Schultz has shown. Bianchi, 
as a result of observations on starving rabbits and mice, noticed well marked granular 
degeneration of the liver and kidneys closely resembling the changes of aseptic 
autolysis which he has named ‘“‘tonolysis.’’ In later stages of starvation there is a 
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definite cell necrosis or ‘“‘toxolysis.”” Starving animals may recover from the former 
but never from the latter. Hence even if starvation may account for the toxemia of 
pregnancy the condition must still belong to one of auto-intoxication, while the 
importance of the urinary changes bears an increased rather than a diminished 
significance. But it must be further remembered that neither the symptoms of the 
toxemia of pregnancy, viz., pururitis salivation, delirium, etc., nor the pathological 
lesions are found in pure starvation. 

The clinical significance of the high “rest” nitrogen has been doubted on the ground 
that it is not above the limits found in apparently healthy individuals by Folin. 
Prof. Wolf and the author have noticed as a very general rule that when the “rest” 
nitrogen exceeds 10 or 15 per cent. the subjects are very liable to attacks of 
indigestion, migraine, urticaria, neuritis and other skin affections. They found that 
this high “rest” nitrogen was nearly always a sign of defective metabolism and 
auto-intoxication and hence not without a very genuine clinical significance. 

Even if the value of urinary analysis is not all that some claim for it, yet Prof. 
Ewing seems to be undoubtedly right in ascertaining that by this means safe and 
hazardous pregnancies may be separated, and that if taken in conjunction with 
clinical signs and symptoms a very clear indication for treatment is afforded. 

Passing on to the consideration of eclampsia the author believes that one of the 
most important sequele of toxemia in the early months is nephritis in the later. 
He has observed several patients who have recovered from the persistent vomiting of 
early pregnancy and who have developed active nephritis later on. In eclampsia, 
in which nephritis is nearly constant, a history of the symptoms of previous toxemia 
can nearly always be obtained. In another group of cases the toxemia continues up 
to the outbreak of eclampsia. It is impossible to define the exact nature of this 
connection but it has been clearly established that some of the factors concerned in 
hepatic toxemia are as nephrotoxic agents. A suggestive observation has been made 
by Richards and Howland who found that if the liver of a dog is injured by 
potassium cyanide or chloroform a small dose of indol will cause severe damage to 
the kidney. The so-called ‘‘febris carnis’’ of enteric fever convalescents is probably 
similar. Whatever its origin this late nephritis of pregnancy becomes of great im- 
portance in its relation to eclampsia. 

The pathogenesis of eclampsia is a problem which seems still far from solution. 
Of the numerous theories based on the placenta as the origin of the disease none are 
really satisfactory. Histologically no constant or specific lesion is found in eclamptic 
placente nor does the injection of solutions of such placente produce invariably either 
the symptoms or the finer hepatic and other lesions characteristic of the disease. 
Dienst has suggested that during labour excessive numbers of leucocytes, previously 
accommodated in the enteric veins, are destroyed, thus permitting an abnormal 
discharge of fibrin ferment into the circulation. The objections to this theory are 
obvious. 

Equally unsatisfactory have been the attempts to demonstrate in the blood serum 
in eclampsia a specific toxic substance. Many such attempts have been made but 
none with success, 

It would seem not improbable that some diffusable toxic agent might be the 
definite exciting agent in an organism already damaged by grave disturbance of its 
metabolism. The symptoms of the pre-eclamptic state are definitely those of nephritis 
and the urine shows a low urea percentage and high ammonia, in other words 
a defective metabolism. Among other substances formed as a result of this condition, 
ammonia, amino-acids and xanthin may be cited, for these are incompletely meta- 
bolised by the injured liver and imperfectly eliminated by the kidneys. There is 
no doubt as to the rapid rise of the urinary ammonia (if carefully looked for) during 
an eclamptic seizure and its rapid fall as the patient improves. Ammonia is highly 
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diffusible, rapidly raises the blood pressure, is a violent nerve poison, and its effects 
pass off rapidly. It also probably causes destruction of leucocytes, but there is no 
evidence to show that it facilitates blood coagulation. Ammonia poisoning may not 
explain all the symptoms of eclampsia, but that it is closely allied to the onset of 
the convulsions is a reasonable hypothesis. 

Recent studies in the economy of the thyroid and parathyroid glands suggest that 
disturbance of the functions of these glands may be concerned in the toxemia of 
pregnancy. After parathyroidectomy there is an increase in the ammonia content of 
the blood. Carlson and Jacobson have found that after thyroid-parathyroidectomy 
the ammonia destroying power of the liver is reduced 20 to 30 per cent., and they 
conclude that the increase in the ammonia in the blood is due rather to depression of 
the liver than to acidosis. 

Concerning the morbid anatomy of the hepatic lesions in eclampsia, it must be 
remembered that the typical eclamptic liver is only found in rapidly fatal cases. If 
the disease be prolonged, convulsions not prominent, or if jaundice be present, the 
lesions are indistinguishable from those cases which are called acute yellow atrophy 
because of the absence of convulsions. Equally, convulsions may occur in cases in 
which the hepatic lesions are typical of acute yellow atrophy. Hence great care 
should be exercised in stating which variety of toxemia was present simply from 
examination of the liver. 

In conclusion Prof. Ewing believes that pernicious vomiting, acute yellow atrophy 
and eclampsia are but different clinical manifestations of the same disordered meta- 
bolism. The evidence for this belief consists (1) in the incidence of these diseases 
chiefly or exclusively during pregnancy, (2) the occurrence of cases intermediate 
between pernicious vomiting and acute yellow atrophy and between acute yellow 
atrophy and eclampsia, and (3) the frequent development of eclampsia in patients 
who had previously suffered from hyperemesis. This view he expressed in 1904 and 
adduced further evidence in its support in 1907. Nothing has occurred since the 
latter date to shake his belief in it. J. A. W. 


Decapsulation of the Kidneys for Eclampsia. 


Batscu (Muenchener m. Wehns., 1910, No. 28, S. 1260) declares that it is only in 
about 50 per cent. of the cases of eclampsia that the fits cease directly the uterus 
is emptied, and that even of these cases 20 per cent. are fatal, while of the other 
half of the cases, in which the fits do not cease on delivery 36 per cent., and of 
purely puerperal cases 18 per cent. die; it is therefore impossible to restrict the 
treatment to rapid delivery alone. With and after that, we must in the first place 
endeavour to eliminate the poison from the system as soon as possible, by 
venesection, wet packing and the acknowledged diuretics. Most important of all is 
promote, and keep in action, excretion through the kidneys, and if this ceases our 
most efficient diuretic is decapsulation. In 81 per cent. of the cases in which it has 
been employed, the excretion of urine was at once considerably increased. Whatever 
the way in which it works, this fact alone makes decapsulation desirable in suitable 
cases, but certain preliminary conditions must be present : the uterus must be empty, 
there must be oliguria or anuria, and there must not be any serious complications in 
the lungs, brain, liver or heart. As these complications are not always to be diag- 
nosed clinically in their early stages, decapsulation cannot in all cases prove beneficial. 
Hitherto it has proved successful in about 60 per cent. of the cases in which it has 
been practised. Finally Baisch gave the details of three cases of decapsulation in 
the Munich Frauenklinik, one of which was cured by the operation. 

Batscu (Zentralb. f. Gyn., 1910, No. 238) reports also a case of eclampsia in a 
primipara, 24 years of age, which 19 hours after delivery and after 11 attacks of 
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hand, which was so thin as to be quite translucent—l}mm. This was found to 
consist almost conclusively of connective-tissue. Uterus otherwise fairly normal. 

Labhardt divides his cases into three categories. The first includes Cases 2, 3 
and 4, in which there is a metritis, either pre-existent or originating and becoming 
accentuated during pregnancy so that at labour there is great disproportion between 
the muscular and fibrous tissue elements of the uterus. This is more common in 
elderly multipare, in whom there is, from their age, a tendency to sclerosis. 
The second category contains Case 1, and includes those in which there is persistence 
of the undeveloped condition, with its relative excess of connective-tissue. An actual 
hyperplasia of the connective-tissue may also occur during pregnancy in these cases. 
in the third category falls Case 5 and other instances where, owing to an injury, the 
uterine wall is so altered that the muscular elements disappear and are replaced by 
“scar tissue. 

The salient point is that a relative preponderance of the connective-tissue over 
the muscle in the wall of the uterus may cause an insufficiency of that organ which, 
in turn, may lead to severe or even fatal hemorrhage. 

Labhardt sums up the conditions which may cause post partum hemorrhage as 
follows :— 

A. Anatomical Derangements. 

I. Changes in uterine wall. 
(a) Myometrium. 
a Tumours—myoma, carcinoma, etc. 
B Increase of connective-tissue. 
1. Persistence of early fibrous tissue with hypoplasia of muscle. 
2. Metritic changes. 
3. Scar tissue. 
(6) Vessels : arterio-sclerosis. 
II. Changes in surrounding organs : peritonitis, adhesions. 
III. Abnormal situation of placenta: tube openings, isthmus, septum. 
IV..Changes in blood: hemophilia. 

B. Functional disorders. Atony. 

The diagnosis of this condition of fibrosis is hardly possible in slight cases. In 
more severe cases it is aided by the failure of remedies aimed at stimulating con- 
traction and retraction of the uterus, and by the exclusion of other pathological 
conditions. In such severe cases the removal of the diseased organs should be taken 
into early consideration. R. W. J. 


Extraperitoneal Czsarean Section and Rupture of the Uterus in 
subsequent Labour. 

LicHTENSTEIN, Leipzig (Zentralb. f. Gyn., 1910, No. 26) deprecates the dread of 
rupture of the uterus, after extraperitoneal Cwsarean section, on the grounds of 
practical experience. He reports two cases from the Leipzig Klinik, in which the 
women after extraperitoneal Cesarean section became gravid and were delivered 
without any rupture; he adduces the 7 cases published by Hartmann and Scheffzeck, 
in none of which was there a rupture. He recommends the longitudinal incision of 
the cervix in preference to the transverse incision, but the former should be as 
nearly as possible in the median plane. J.J. M. 


Suprasymphysary Cesarean Section. 

Erwin Lances (I. D., Berlin, 1909: Muenchener m. Wehns., 1910, No. 26, 8. 1412) 
writes on the basis of 18 cases in Professor Bumm’s Klinik at the Charité. He 
concludes that when the os uteri is fully dilated suprasymphysary Cesarean section 
after Latzko’s method can be easily and rapidly performed. As far as can be decided 
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at present its legitimate field is for cases of contracted pelvis of a considerable degree 
(c.v. below 75cm.) which are certainly not infected and in which, while immediate 
delivery is indicated, the life of the child has not yet been seriously imperilled. For 
such cases hardly any other operation is as good, and it is therefore a valuable 
acquisition for obstetricians. 

FenuinG, Strasburg (ibidem, S. 1372), has performed cervical Cesarean section 
11 times with the loss of one mother and one child. He estimates its advantages 
over the classical operation in its being not so severe, entailing little loss of blood 
and less risk of infection as the uterus remains within the peritoneal cavity ; moreover 
he considers the suture can be more easily effected. If, however, the sterilization of 
the woman is necessary, the Cesarean operation must be performed, and in cases 
seriously infected, either perforation or a Porro’s operation. 

Freunp objected that, with full doses of secale, the bleeding in the classical 
operation is insignificant and that the detachment of the bladder from the cervix is 
often far from easy and may lead to injury. J.J. M. 


Is Pubiotomy a justifiable Operation ? 


J. Wuirrivce WiLL1aMs (Amer. Journ. of Obstet., May 1910) bases an article with 
this title upon a series of 25 cases with no maternal deaths and 3 fetal deaths, 
only one of which (he says) was due to the operation. He reviews the recent 
literature bearing on the subject, the immediate and remote results of the operation 
upon mothers and children and the effect upon the general health and industrial 
efficiency of the former. 

There are some observations upon the pelvic condition found post mortem in a 
case where death from peritonitis followed the conservative Cesarean section 
operation in a patient upon whom pubictomy had been performed at a previous 
labour. The pelvis had become rotated so that the median fragment of the left pubic 
bone lay opposite the centre of the sacral promontory inside of the symphysis pubis, 
and the anterior margin of the right sacro-iliac joint had been somewhat spread apart 
in consequence. These facts were obtained by x-ray examination. 

A separation of varying amount was noted between the bones, and this was filled 
by fibrous tissue, cartilage from the end of the cut bone and some infolded muscle 
tissue. The median fragment was also found to have sunk below the level of the 
pubic bones as a whole, but whether this was due to a sinking of this portion or an 
elevation of the distal end could not be determined. Finally, the extent of motility 
was pronounced and suggested to the writer “that spontaneous labour might have 
occurred if the patient had been left alone provided that the same degree of motility 
was present during life, as was noticed in the excised pelvis.” 

All his patients were delivered by forceps or version immediately after the 
cperation, and there were no injuries to the bladder. There were 5 cases of perineal 
and 5 of deep communicating vaginal tears, but 12 of- the patients were primipare. 
This relative infrequency is considered to be due to the restriction of the operation to 
suitable grades of contraction, the employment of Déderiein’s technique and to the 
extensive manual dilatation of the vagina and perineum before operating. 

In post operative treatment the writer dces not immobilize the pelvis, but thinks 
that a 4-inch plaster round the trochanters is sufficient. The patients move spon- 
taneously on the 2nd or 4th day, and get up oni the 15th to 20th day. Definite 
motility is noted between the bones in at least two-thirds of the cases. 

The indications for the operation are given as: pelvis of a conjugata vera of 
over 7cm. when several hours in the second stage have shown that the disproportion 
cannot be overcome, and in certain funnel-shaped pelves. 

Prophylactic placing of the saw is also recommended in breech cases or transverse 
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cases, when it is doubtful whether the head will pass through the pelvis, the bone 
being sawn through immediately a disproportion which cannot be overcome is 
discovered. 

Contrasted with Caesarean section, pubiotomy is considered to be inferior in 
multipare with histories of repeated difficult Jabours and in primigravide with 
excessive disproportion; but in borderline cases where the patient has been subjected 
to the test of labour it is considered to be many times less dangerous. 

When the patient is uninfected Dr. Whitridge Williams thinks that pubiotomy 
should replace high forceps, prophylactic version, induction of premature labour and 
perforation of the living child, but that it should not be used in infected patients or 
where delivery by other means has been tried. It should be regarded as a primary 
operation whose dangers are infection, hemorrhage and deep tears, which latter 
may be largely avoided if traction be made almost horizontally as the head is drawn 
through the vulva. 

When separation between the bones does not exceed 3-4cm. the patients recover 
perfectly, and the hyperemia of a subsequent pregnancy may so exaggerate a probable 
permanent enlargement of the pelvis after pubiotomy that a spontaneous delivery may 


result. J. B. B. 


On Labour after Suprasymphysary Delivery. 

K. Hartmann, Koln (Zentralb. f. Gyn., 1910, No. 28) made a report last year 
upon 8 confinements after previous suprasymphysary delivery; 2 were spontaneous 
but premature, 6 by repeated Cesarean section. All these confinements were without 
complication ; there was no instance of rupture. Hartmann now reports 4 other cases 
all subsequent to Cesarean section by Frank’s method. These cases also passed 
without complication; in each of them the child was delivered in the way indicated 
by the case. The technique was the extraperitoneal method as practised by Frank 
since July 1908, and as more recently described by Déderlein and Solmes. J.J. M. 


The Treatment of Placenta Previa. 

W. Siewart, Berlin (Zentralb. f. Gyn., 1910, No. 28), points out that Bumm has 
abandoned vaginal Cesarean section in cases of placenta previa, which he himself 
recommended, on account of the dangerous hemorrhage. Henkel lately recommended 
it when the child was immature and the placenta central, the child being delivered 
by perforation and cranioclasm. Sigwart has now performed two vaginal Cesarean 
sections under Momberg’s artificial anemia with very good results; the bleeding was 
insignificant ; both mothers recovered and one child survived. 

Sigwart does not approve of Henkel’s proposal. If the child must be sacrificed, 
or in poliklinik practice, Braxton Hicks’ version is sufficient. Of 121 women patients 
of Sigwart only one died. In the klinik, when the child is fully developed and 
viable the vaginal operation under Momberg’s anemia should be considered. Of 
14 children delivered after vaginal Cesarean section, 8 were born alive, 3 of which 


died shortly from weakness; 6 unripe children were stillborn and one of the 5 mature 
children also. J.J. M. 


Retention of the Membranes After Childbirth. 

W. Bone (1. D., Berlin, 1909: Muenchener m. Wehns., 1910, No. 28, S. 1251), 
writing from Olshausen’s Klinik, says: Retention of the membranes is dependent 
upon a number of factors of which the most important is hurry in the third stage 
of labour. The influence of such retention upon the puerperium is confined to slightly 
delaying the processes of involution and to slight rises of temperature. Nevertheless 


more than two-thirds of all childbeds, run a perfectly normal course. Since therefore 
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in general there is no indication for intervention, which, incidentally, has a notably 
unfavourable influence upon the course of the case, one should be just as unwilling 
to undertake any intra-uterine manipulation after retention of the foetal membranes 
as after normal childbirth. It is however desirable, after fundamental disinfection, to 
try and remove any torn pieces that may be hanging out of the uterus into the 
vagina, by gentle traction, or by the scissors. One may also within a few days of 
delivery try by Credé’s method to express out of the uterus any pieces that may 
perhaps be detached. ‘The prognosis of uncomplicated retention of the fetal mem- 
branes may be accepted as favourable. J.J. M. 


Treatment of Depressions of the Cranium in the Newborn. 

ComMANDEDR, Lyens (Z’Obstétrique, July 1910) contributes a memoir which takes 
up the whole of this month’s journal. Last year Galichon, one of his pupils, wrote 
his thesis on this subject, and Commandeur now brings together 46 cases, including 
seven of his own. Depression of the skull is likely to become rarer as operations for 
enlargement of the pelvis become more common; but as the condition occurs even in 
spontaneous labours, infants must occasionally be found with this deformity. 

There are three chief varieties—those depressions affecting the frontal bone, those 
of the parietal bone and those found on both bones. They occur occasionally in 
labours concluded by the muscular efforts of the uterus, but most commonly in 
artificial deliveries. The usual mechanism that produces the depression of the frontal 
bone is pressure from the sacral promontory; more rarely, when the head is lying 
extended in the transverse diameter, the depression is found on the anterior side 
of the head, qua pelvis. These mechanisms have been studied in detail by his pupil 
Senel in his thesis published in Lyons in 1901. The parietal bone is usually found 
depressed only in breech cases. In general terms, it may be said that the more the 
head is flexed or the shorter the transverse pelvic diameter, the nearer the depression 
is to the parietal eminence; in extreme projection of the promontory the depression 
may be formed at the expense of the frontal bone as well as of the parietal. It is 
not denied absolutely that the direct pressure of the forceps may depress the skull, 
but this is quite exceptional, and seems possible only in unsymmetrical gripping of 
the blades. The slipping of the blades and violent compression of the handles of 
the forceps tend rather to cause stellate fracture in the region of the parietal | 
eminence. It may then be asserted that depressions are nearly all caused by the 
sacral promontory. 

At the seat of the depression the bone is sometimes simply bent inwards without 
fracture, or it is found fissured also; the fissure may be linear or V or Y-shaped, and 
the edges of the crack remain in contact. Again, the depression is found accompanied 
by obvious fracture, and it is important in practice to note that at one point, usually 
inferiorly, the bones are riding one on the other so far as to strip down the dura 
mater. The extent of the depression seems to bear little relation to the extent of the 
hemorrhage; this may be subdural or extradural, but is most commonly into the 
arachnoid space. Experience shows that intracranial hemorrhages are more commonly 
found in children born without fracture or depression. If left alone the depression 
is sometimes reduced spontaneously without ill-effects; sometimes it is permanent 
with or without bad effects; the prognosis, immediate and ultimate, must be guarded. 

Omitting ancient history, treatment now resolves itself into two categories—first, 
manipulations externally in the manner now known as Munro Kerr’s method; and, 
secondly, cutting operations. Munro Kerr’s method consists in the application of 
pressure externally to the skull, either at a distance from the depression, at each end 
of the cranium, or by pressure of the thumbs close to the ede of the hollow. The 
method is simple and should be tried at once in all cases of simple depression where 
it will often be successful; with evident fracture this method will probably fail, 
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and, where there are spicules of bone, pressure near the fracture would obviously be 
dangerous. 

Of the operative procedures, Commandeur recommends that of Vicarelli, who has 
operated 14 times successfully. The bone is laid bare by incision—if the operation 
is done at once the foetal skin is aseptic—through the pericranium, and a screw is 
fixed into the bone by which it is drawn out. The screw is so constructed that one 
turn carries it in one millimetre; two turns are usually sufficient to get a hold. It 
may be necessary to make a puncture with a knife on the surface of the bone to let 
the screw bite without exercising too great pressure. 

In 1885 Boissard, in an emergency, opened a suture and pushed out the depression, 
making use of a director as an elevator. This is the type of another class of 
operations in which an elevator is used from within. Commandeur discusses the 
various points of these operations in detail. His main conclusions are that the 
meningeal arteries lie in the dura mater, and are easily separable from the skull 
along with the dura; but not at the line of the sutures. As mentioned above, where 
there is fracture with depression of one of the edges, the dura is stripped down; 
similarly, by depressing one bone at a suture and then incising in the plane of the 
general surface, the skull can be opened without wounding the membranes. In both 
cases, however, care must be taken to avoid the risk of wounding one of the main 
branches of the middle meningeal artery. The special lines of incision recommended 
in the different depressions are illustrated by diagrams. Thus in depressions of the 
frontal bone two routes are available, either an incision perpendicular to the line of 
the coronal suture 3cm. outside the anterior fontanelle, followed by a cut in the 
suture sufficient to introduce the elevator, or alternatively a horizontal incision in the 
supraciliary region followed by some means of cutting through the bone (Hey’s saw 
or a strong bistoury). The inter-frontal route is to be avoided from the risk of 
wounding the longitudinal sinus. It is to be remembered, in the choice of route, 
that, as in Boissard’s case, where the child could not be got to breathe before 
operation, the interference is often one of emergency, and the method must be 
selected with reference to the instruments available from the pocket case, such as a 
simple thin knife and a pair of scissors curved on the flat to use as elevator. In 
depression of the parietal bone it is essential to remember that the suture below the 
bone is dangerous from its being crossed by the main part of the artery. It can be 
attacked from the coronal suture or by cutting through the bone just behind the 
depression, or, as recommended by Commandeur, immediately above. Some operators 
have used the trephine, but with the thin walls of the feetal skull this instrument 
requires great care. Operative results are good, but the pre-existence of internal 
hemorrhage is always possible and may kill with or without operation; if there is a 
layer of blood on the surface it may be possible to evacuate it. 

As regards indication for operation, the following suggestions are made: If the 
child cannot be resuscitated by the ordinary means it should be operated on at once. 
If the child has been re-animated, but merely whines without crying, again operation 
is indicated, as also if there are such signs as convulsions, contractures or paralyses. 
Should there be no symptoms at all the indications are less positive, but it must be 
remembered that death sometimes occurs suddenly, and in later life epilepsy may 
supervene, and in any case if the depression is not spontaneously reduced the 
deformity is often very unsightly. The mortality without operation is considerable, 
probably 14 per cent. The only danger of operation, carefully performed, is sepsis, 
and the earlier the operation the less is the risk. Commandeur concludes that all 
frontal depressions should be operated on at once, and that parietal ones, in the 
absence of symptoms, may wait, but not beyond 10 days. An account follows of 
52 observations. E. H. L. O. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE 
OBSTETRICAL AND GYNXCOLOGICAL SECTION. 


Meeting held Thursday, May 26 1910, the President (Dr. MacNavGHTON-JONES) in 
, the Chair. 


Dr. F. J. McCann read a paper on 
CSAREAN SECTION IN THE TREATMENT OF EcLAMPSIA GRAVIDARUM, 
based on a severe example of eclampsia gravidarum in a primipara aged 26. 

She missed her first pericd in September 1907. Early in April she sustained a 
severe nervous shock through the illness of her father. On April 20 she was not 
feeling very well, and had headache. Suddenly at 8p.m., without any warning, she 
had two or three very bad fits. 

Dr. McCann found her semi-comatose with livid face and swollen eyelids. The 
urine withdrawn by catheter was found to be solid with albumen. She had another 
severe fit. Her pulse was very rapid and her tongue had been badly bitten. It was 
at once decided to empty the uterus. Under deep anesthesia an attempt was made 
to dilate the cervix first with metal dilators and subsequently with the gloved fingers. 
The cervix being elongated and extremely rigid, the attempts at dilatation produced 
little effect. 

The fits were constantly recurring, and of such severity that on more than one 
occasion she appeared to be dying. It was then decided to empty the uterus by the 
Cesarean operation, and at 2-30a.m. this was done. Marked contraction and 
retraction of the uterus followed the removal of the foetus and placenta. This not 
only facilitated the suture of the uterine wall, but markedly diminished the amount 
of hemorrhage. The child when extracted was dead. 

After the operation the fits ceased, but the patient remained in a semi-comatose 
condition, the pulse being very rapid and feeble. At 8a.m. she had a fit, which was 
the only one subsequent to the operation. 

Her condition gradually improved, and on April 30 the urine was found to be 
free from albumen, and on that date a fish diet was given. The abdominal wound 
healed well. She is now in good health, but has not again become pregnant. 

Van den Akker, in 1875, is credited with being the first to perform with good 
result Cesarean section in eclampsia combined with contraction of the pelvis. In 
1889 Halbertsma recorded three cases, one of which was fatal. 

Hillman, in 1899, gave the mortality in forty cases as 52°5 per cent. 

Two cases have been recorded in this country by Sir J. Halliday Croom, both 
being fatal. 

Cesarean section for eclampsia has a high mortality because it is tried after all 
other methods have failed, and frequently when the patient’s condition is hopeless. 

The author suggested the following indications for this operation :— 

(1) When the fits are severe and recur in rapid succession. 

(2) When labour has not commenced. 


(3) When the cervix is difficult to dilate from elongation, hypertrophy or excessive 
rigidity. 
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(4) When the mother is moribund and the foetus living and viable. 

(5) When labour has commenced and there is found considerable disproportion 
between the size of the child and that of the pelvis. 

(6) When the surroundings of the patient are suitable for a major surgical 
operation and when the services of an operator skilled in pelvic surgery can be 
obtained. 

The fits cease more frequently after artificial than after spontaneous evacuation of 
the uterus. Out of 28 cases of Cesarean section the fits stopped completely in 14. 
Moreover, abdominal Cesarean section, when rapidly performed, causes the least 
disturbance to the patient and to the uterus, and has therefore less tendency 
to aggravate the fits than other methods of delivery. 

The author concluded by urging the necessity for a reconsideration of the 
desirability of rapid delivery in eclampsia, as the present mortality from expectant 
methods of treatment is still about 20 to 25 per cent. 

In the discussion that followed, Dr. HERMANN agreed with Dr. McCann as to the 
great difficulty of prognosis in cases of eclampsia, and, this being so, it was difficult 
to be sure that the way in which the illness ended was the result of treatment. He 
agreed that Cesarean section was the quickest and easiest way of emptying the 
uterus, but he did not agree that the first indication of treatment was to empty the 
uterus. Dr. McCann took it for granted that the first indication for treatment was 
to empty the uterus. He (Dr. Herman), in a paper read before the Medical Society 
of London, had collected 2,000 cases of eclampsia, and the comparison of the cases in 
which the uterus was rapidly emptied with those in which it was not interfered with 
showed that there was no benefit in emptying the uterus. The fits were not stopped, 
nor was the death-rate appreciably smaller. Dr. McCann had brought forward no 
evidence to alter this conclusion. The treatment of eclampsia by Cesarean section 
was not new. It had been done in many cases in many hospitals before 1902 and 
since, and the collected mortality of these cases was about 50 per cent. He believed 
that Dr. McCann was correct in putting the mortality of the disease treated by 
expectant methods at about 20 per cent. If it went forth as the opinion of this 
section that Cesarean section was the proper treatment of eclampsia, that would lead 
to the operation being often done by inexperienced operators in unfavourable 
surroundings. The conditions under which Cesarean section had to be done in cases 
of eclampsia were as unfavourable as they could well be, and it was certain that 
Cesarean section did not stop the fits; for many cases had been recorded in which fits 
persisted after this operation. He had read and heard many times of the cervix 
being undilatable ; to his mind this only meant that the accoucheur would not give it 
time to dilate. Eclamptic persons were no doubt rather more susceptible to septic 
infection on account of the exceptional difficulties of maintaining antiseptic technique. 

Dr. H. Spencer did not think that it was in any way proved that delivery should 
be at once carried out. The fact that eclampsia was often not in the least degree 
benefited by spontaneous delivery, and not infrequently occurred for the first time 
after delivery, was against rapid delivery as an essential part of the treatment. 
His own experience pointed in the same direction, but he admitted that Bossi’s good 
results obtained by the use of his dilator raised some doubts on this point. He had 
one settled conviction with regard to the treatment of eclampsia, and that was that 
abdominal section was very rarely indeed called for in eclampsia, for even if it were 
proved that rapid delivery was the right treatment, the patient could generally 
be delivered by the use of Bossi’s dilator or vaginal Cesarean section (both of which 
methods, however, he regarded with some disfavour) in less time and with less 
danger than by abdominal Cesarean section, which seriously endangered any 
subsequent delivery. Bossi’s results gave a maternal mortality of only 9°45 per cent. 
(14 of 148 cases), and a fetal mortality of 20°97 per cent., whereas, with 
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abdominal Cesarean section, the maternal mortality was six times as great (56°9 per 
cent.), and the foetal mortality nearly twice as great (37°5 per cent.). 

Dr. Amanp Rovts thought that if there was truth in the view that the eclampsia 
of pregnancy was due to an auto-toxemia due to altered metabolism in the pregnant 
uterus, the toxines entering the mother’s blood through the placental circulation, it 
was only reasonable to believe that emptying the uterus would stop the supply of 
toxines. Experience and statistics alike appeared to support this view. The cases 
that get well without operation are mainly those in which delivery occurs spon- 
taneously. Zweifel gives a mortality of 28°5 per cent. in cases under expectant, and 
11°3 in those under active treatment. If the patient be in labour, relief can often 
be afforded by rupturing the membranes to relieve pressure, and delivering by forceps 
when the cervix is dilated. If in any given case rapid delivery is indicated and the 
cervix is undilated and rigid, he thought abdominal Cesarean section, by which the 
child and placenta could be delivered in three minutes, was preferable to vaginal 
Cesarean section or Bossi’s mechanical dilatation of the cervix. He disapproved of 
any such routine treatment of eclampsia as operating, as Bumm had _ proposed, 
“after the first fit,” but he thought there was reason to believe that Cesarean section 
would be occasionally useful. He thought Dr. McCann’s indications were excellent, 
provided the cervix was rigid and undilated, and he thought any serious diminution 
in urea was another indication of value. 

Dr. W. D. Spanton said that the routine practice formerly was to bleed the 
patient in cases of eclampsia on the occurrence of the first fit, then administer 
chloroform and set to work to empty the uterus, with, as a rule, a satisfactory result, 
as the bleeding tended to relax the cervix so that delivery could soon be accomplished, 
usually by turning. Some of the worst cases he had seen were post partum ones, so 
that he thought the performance of Cesarean section before other measures, such as 


those he had mentioned, or the administration of veratrum viride, as advocated by 
Professor Mangiagalli, had been tried, was hardly justifiable. 


section should be reserved for such exceptional cases as those in which the cervix was 
hard and undilatable or the pelvis contracted. 


Dr. W. J. Gow said he thought delivery by Cesarean section was justifiable in 


Abdominal Cesarean 


certain cases of eclampsia. In severe cases patients died even after delivery, but 


in such cases after the uterus was emptied the chances of recovery were greater. 
In a case in which he had performed a Cesarean section for pelvic contraction, there 
was a large amount of albumin in the urine, and several eclamptic convulsions 
cecurred. In spite of this the patient made a good recovery, so that the operation 
performed in these conditions did not seem to be associated with any increased risk. 
The high mortality of Cesarean section when undertaken in cases of eclampsia had 
been alluded to, but no doubt the patients died from the eclampsia, and not from 
the operation. If the cervix was not taken up and was rigid and undilatable, 
Cesarean section seemed to him the simplest and safest method to employ. Such a 
plan of treatment was, however, only indicated in very severe cases of eclampsia. 
Tn his opinion, vaginal Cesarean section was quite unsuitable, unless the cervix was 
already taken up. To empty the uterus of a patient suffering from eclampsia did 
not necessarily cure her, but he thought it definitely increased the chance of recovery 
if it could be done without inflicting serious injury upon her. 

The Prestpent (Dr. Macnavucuton-Jones) had some years since treated a case of 
eclampsia at the fourth month complicated with stenosis of the cervix, in which there 
was great difficulty in dilating the cervical canal. The patient was under chloroform 
for several hours, but death occurred before the uterus could be emptied. Under the 
old expectant treatment a certain number of patients always died. Some of the 
worst cases of eclampsia occurred post partum. Eight years ago he had published 
in the Zancet an interesting case, in which he had used Bossi’s dilator. The uterus 
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was myomatous, and the urine contained a considerable amount of albumin; he 
succeeded in delivering with forceps, but the patient died shortly after delivery. 
He believed that there was a good deal in the old differentiation of the type of 
convulsions as denoting its severity, namely, the hysterical, the epileptiform and 
the apoplectiform type. An anemic albuminuric primipara with high blood pressure 
certainly presented a most dangerous form of eclampsia, and no doubt these patients 
were more liable to risks of septic invasion. He thought with Dr. Gow that there 
were circumstances in which Cesarean section might be the only available method of 
treatment, when the only two courses open were to abandon the woman to her fate, 
or to give her a chance by operative interference. 

Dr. A. J. WALLACE read a paper on 

Tue Lire History or Fisro-MYOMATA OF THE UTERUS, 
which appeared in full in the July number of the Journat, 

Dr. Herpert Spencer expressed his surprise that the tumour in Case 1, which 
when fie examined it was as big as the pregnant uterus at the fourth month, should 
have completely disappeared in a few months. Degenerated fibroids might become 
cystic, and might rupture into the peritoneal cavity or into the vagina, and fibroid 
uteri might be complicated by hydrometra or hematometra, and on the discharge of 
the fluid might disappear, but there appeared to have been nothing of the kind in 
Dr. Wallace’s cases. The paper was a valuable record of carefully observed cases, 
but he did not understand why the author drew the conclusion that all fibroid uteri 
should be operated upon. He thought the cases pointed in the opposite direction. 

Dr. AmMAND Rout had seen uterine fibroids spontaneously disappear after the 
menopause. He mentioned a patient whom he had seen first in 1890, wt. 47, who had 
had an enormous fibroid tumour for 14 years, with severe menorrhagia and pressure 
symptoms. She refused operation, but had been to Kreuznach for the last six years. 
She soon became bedridden, and hemorrhage became continuous, and in 1894 rigors 
and tenderness made it probable that degeneration was taking place. The uterus 
began rapidly to shrink in 1895, but the menopause did not occur till 1903, when the 
patient was 60 years of age. Slight hemorrhage recurred in 1906, due to a small 
mucous polypus; in 1909 the fibroid had disappeared. This and cases quoted by 
Dr. Wallace only proved the desirability of radical operation when serious symptoms 
were developing, for this patient was a hopeless invalid for over 20 years, and barely 
escaped with her life. 

The Prestpent said that these cases of the spontaneous disappearance of fibroid 
tumours were interesting from the histological point of view. He was glad, however, 
to hear Dr. Wallace’s opinion that the histories of these cases were not to be taken 
as affording any argument against operation for myomata. They had now the details 
of some 8,000 clinical histories and post mortem appearances collected through the 
statistics of Winter, Charles Noble, Ellice Macdonald and Tracy. These proved 
clearly that the dangers after from 40 to 50 years of age increased directly in 
proportion to the age, and it was perhaps an under-statement of the respective 
averages to say that carcinoma was present in 2 per cent., sarcoma in 3 per cent., 
necrosis in 6 to 7 per cent., and diseased adnexa in over 30 per cent. of myomatous 
tumours. This did not include various other complications, such as involvement of 
the appendix, and those due to pressure or implication of the ureter and kidney. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting held Wednesday, June 8 1910, the President (Dr. F. W. N. Havwratn) 
in the Chair. 
Dr. J. W. Keay, in a paper on the 
TREATMENT OF VOMITING FOLLOWING CHLOROFORM ANZSTHFSTA, 
said that he regarded vomiting as partly nervous and partly gastric in origin, though 
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in any individual case the central or the local factor might predominate. The 
sickness that occurred in nervous patients after a short anesthesia was not serious, 
and the excessive retching was stopped by an enema of potassium bromide and 
chloral. In more prolonged cperations the general sickness was commonly more 
severe. During the administration of the anesthetic, gastric irritation was produced 
by the swallowing of chloroform-laden saliva. The stomach reacted by secreting 
large quantities,of acid, and the vomited matter was often sufficiently acid to 
produce excoriation of the lips and cheek. The treatment was to administer large 
draughts of warm sodium bicarbonate solution, and to apply counter-irritation to the 
epigastrium. At the same time the patient should be placed on the right side to 
encourage the escape of the gastric contents into the duodenum. Hydrocyanic acid 
and bismuth were useful, while ccffee, alcohol and ice were harmful. Chloretone was 
sometimes of value, but he had never obtained any benefit from the administration 
of cocaine. The serious cases showed distension of the intestine, which pressed on 
the irritated stomach. Reverse peristalsis might ensue and lead to regurgitant 
vomiting. If symptoms of acute acetonzemia were noted, rectal salines, massage of 
the abdomen, turpentine enemata, castor oil or magnesium sulphate by the mouth, 
with brandy if the strength was failing, were useful; and, in addition, adrenalin 
3 minims of a 1 in 1,000 solution three times a day by the mouth to contract the 
blood-vessels of the stomach and stop oozing, and to stimulate peristalsis. No 
certain method of prophylaxis was known; much depended on the mode of preparation 
of the patient and the efficiency of the anesthetist. 

Dr. Fercuson thought chloroform vomiting was undoubtedly diminished if the 
patient was carefully prepared and strychnine administered for a day or two 
beforehand. He was in the habit of pouring saline solution into the peritoneal 
cavity in almost every abdominal section. 

Dr. Lacks had learnt that blistering over the vagus nerve in the neck was often 
done in the East for chloroform vomiting. 

The Presipent said that post operative vomiting fell under one of three headings 
—chloroform, intestinal paresis or peritonitis. In preparation for chloroform 
anesthesia he made no change in the patient’s diet on the day before operation. 
If much sickness occurred he administered copious draughts of water containing soda, 
and withheld food. Paresis and peritonitis were difficult to distinguish by clinical 
signs, but in the former the distension of the intestine was usually more rapid. 

The PRESIDENT, in a paper on some 

PracticaL Points 1n THE Lire-Htstory oF UTERINE FrRROMYOMATA, 
said this was still a profound mystery, but the fact that they did not in general 
develop before puberty or after the menopause pointed to a possible ovarian influence. 
They occurred with equal frequency in married and single. Many said that they 
were the cause of sterility, others that sterility was a stimulus to their growth and 
development. In over 400 cases 39 per cent. were childless, and of those who had 
children 40 per cent. had only one, hence fertility was much impaired. During 
pregnancy fibromyomata increase in size, and as a rule they remain bigger after its 
termination. This increase in size often led to symptoms, and was followed by 
sterility. The main characteristic of these tumours was their tendency to degenera- 
tion. Such occurred in 34 per cent. of his cases. A malignant change appeared only 
in 2 out of 415 cases. Some observers gave higher figures, but their statistics were 
probably based on microscopic evidence which could not distinguish between groups 
of embryonic cells and sarcomatous cells. Phlebitis sometimes occurred in the veins 
lying around the tumour, and spread to the lower limb. In his first three cases he 
had delayed the operation, and one died of embolism. In 11 cases he had operated 
at once with no untoward result. Post operative phlebitis had merely resulted in a 
delay in convalescence. The menopause might be delayed to 55 or 60, or even over. 


15 
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After the menopause there was a tendency to quiescence and shrinkage. He had 
operated on only 6 post climacteric fibroids, of which 1 was calcareous, 1 sarcomatous, 
1 cystic, 2 cervical with pressure symptoms, and 1 had a twisted pedicle. In 7 he 
had operated for post climacteric hemorrhage. Hence only 3 per cent. of his 
operation cases were in patients who had passed the menopause. The post mortem 
results showed that fibromyomata were present in 20 per cent. of women. Hence 
they were in the great majority of cases harmless. There was no need for operation. 
if no symptoms existed, but if they did exist operation should be carried out without 
waiting for the menopause. It was a mistake to subject patients to years of 
invalidism on the problematical chance of a peaceful old age. 

Dr. BaLLantyNeE was interested to hear that Dr. Haultain did not consider 
fibroids a penalty for celibacy, nor likely to undergo malignant degeneration. 

Dr. Fercuson agreed with nearly every point, but thought that fibroids were the 
result of sterility due to some other cause. He also operated early in cases of 
phlebitis. 

Dr. Forpyce said that pregnancy and sloughing degeneration at the menopause 
were grave dangers. 

Dr. Carmicwaet said that three of the last four fibroids he had removed were 
associated with cystic degeneration of the ovaries. That might have a bearing on 
the question of sterility. 

Dr. Lamonp Lackte read a short note on 

Two CasEs OF PELvic ABSCESS. 
The first was associated with pain over the buttock, where after some weeks the 
skin became cedematous. After incision a small quantity of pus escaped. He then 
pushed dressing forceps through the upper part of the sacro-sciatic notch, and more 
pus escaped. In the second, the abscess pointed in the triangle of Petit, the cavity 
extending down into the pelvis. In each case recovery was rapid. In both the 
cellulitis had spread backwards instead of forwards, as was usual in puerperal cases 
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Die AstTHENIE UND DIE LaGE-ANOMALIEN DER WEIBLICHEN GENITALIEN. By 
Dr. P. C. T. Van Der Hoeven, Professor in Leyden. Pp. 100; illus. 62. 
Haarlem: De Erven F. Bohn. Jena: Gustav Fischer. 1909. 

The author’s aim in this monograph is to show the relation that exists between 
the general weakness of the body (asthenia) and displacements of the female genital 
organs. He first discusses the factors concerned in the pelvic visceral support, then 
deals with retroflexion of the uterus and prolapse, and emphasises the frequent 
association of these with a displacement of one or other of the abdominal viscera. 
The great importance of the intra-abdominal pressure in maintaining these latter in 
place is underlined : their displacement, says the author, results from relaxation of 
the abdominal muscles. Displacement of the pelvic viscera is due to a relaxation of 
the smooth muscle of the viscera themselves, with or without a subsidence of the 
pelvic floor. He states the tone of the vaginal walls plays a part in the maintenance 
of the uterus in its normal position and in preventing prolapse. He believes the 
superficial muscles of the perineum are of similar service; indeed, he makes the 
remarkable statement that they support the levator ani itself. Thus, he does not 
differentiate the two great varieties of displacement of the viscera—(1) those asso- 
ciated with efficient enclosing muscles, as in young and robust nullipare, (2) and 
those associated with enclosing muscles which have become insufficient through loss 
of tone, as from stretching. 

He appears confused with the discovery that prolapse may occur in patients with 
a well developed levator ani; and has not thought of the similar pathological state 
of inguinal hernia in athletes, with which these cases have many points in common 
as regards etiology. Nor does he understand how the pelvic floor aperture is 
occluded by the levator ani muscle. ‘The levator ani,’’ he says, ‘‘is not represented 
as an elastic band encircling the posterior vaginal wall and pressing it against the 
anterior vaginal wall, and so maintaining the latter in place.” He thinks the 
sphincter cunni does this; indeed, he says the levator ani is not placed between the 
rectum and vagina (t.e., within the perineal body) : and he believes, with Halban and 
Tandler, that the part of the bladder abutting upon the aperture in the pelvic floor 
(genital hiatus) is supported by the uro-genital diaphragm. It has not occurred to 
him that part of the levator ani, viz., that arising from the pubes of one side and 
passing laterally to the vagina and then encircling the rectum and so back to the 
pubes of the other side (pubo-rectalis), may act as an elastic band, pressing the 
rectum and vagina forwards against the symphysis... He admits the levator ani 
causes a certain narrowing of the vagina at a point approximately three fingers 
breadth distant from the vulva, but he does not say how far this is from the vaginal 
orifice ($ inch, Dickinson) : and he believes that the elongation of the uterus, so often 
found in prolapse, is due to the pressure of the levator ani upon that part of the 
uterus within the aperture, and that this explains the thinning of the stretched part, 
thus disagreeing with Halban and Tandler’s explanation. He does not believe that 
the elongation is caused by traction from below of the already prolapsed vaginal 
walls, but he mentions the weight of the prolapsed cervix as playing a part in the 
stretching—a force which is surely insignificant. 

He believes the beneficial use of the ring pessary in prolapse depends on its 
stretching the vaginal walls, mechanically replacing the effect caused by the lost tone 
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of their tissues. He expressly states the ring need not rest upon the sides of the levator 
ani, and often does not do so. The levator ani, he says, when incapable of retaining 
the viscera within the pelvis, is certainly unable to prevent the ring slipping through. 
One has, however, but to pass a finger into the vagina and place it laterally between 
the ring and the muscle to feel, when the patient coughs, that the ring is pressed 
down upon the muscle which simultaneously contracts; this shows it is the activity 
of the muscle which keeps the ring in its place within the vagina. The influence of 
the transverse diameter of the pelvic floor aperture in this respect is clearly very 
important, but the author does not mention it. 

The association of the changed conditions within the body cavity with the change 
in the whole individual is clearly demonstrated, and is illustrated by excellent 
photographs. The altered expression, the ptosis of the eyelids and of the mouth due 
to relaxation of the facial muscles, the loss of strength of the limb and trunk 
muscles, the alteration in the skeleton, the change in the skin, the dilatation of the 
pupil, the diminution or the loss of tendon reflexes, the loss of tone in the blood 
vessels, due to a diminished blood pressure, are all referred to. 

‘‘We have,’’ says Prof. Van der Hoeven, ‘‘without doubt to deal with a disease 
of the whole body, of which the symptoms in the belly cavity only form part of the 
picture.” He believes the primary cause lies in the central nervous system and is 
due (1), to some severe disease which has taken from the individual more than she 
can subsequently make good; or, (2), to too great demands made on the nervous 
system, in consequence of which it is unable to maintain the several tissues in suffi- 
cient tone. The weakness of the central nervous system is often congenital, and since 
it is accompanied by a peculiar expression, a young looking face, a long neck, a loose 
10th rib, and a delicate skeleton, it is possible to pick out girls and young women in 
whom these peculiarities are marked and in whom this condition of asthenia is 
very likely to appear. He considers the conditions upon which prophylaxis is based, 
and points out the disease is often hereditary. 

It is remarkable, says the author, how often enteroptosis is present, and how 
often it is overlooked. Of 58 patients treated for enteroptosis, no less than 5 had 
had the abdomen opened. In 3, the appendix was removed ; in one, gall-stones were 
looked for ; and in the 5th, an exploratory laparotomy was performed ; and two were 
several times curetted : in all without benefit. He says little on treatment, and that 
only in general terms. 


R. H. Paramore. 


PHYSIOLOGIE UND PaTHOLOGIE pes WocHENBETTES. By F. Fromme. Berlin: 
S. Karger, 1910. Price M. 8.40, bound 9.60. 

The subject of the physiology and pathology of the puerperium is fully dealt with 
in a large monograph by Fromme of Halle, and the methods of caring both for mother 
and child are gone into in somewhat greater detail than is usual in the ordinary 
text-books. This is undoubtedly all for the advantage of the reader, because, while 
it is not desirable for the Obstetrician to usurp the place of the monthly nurse, it is 
at the same time essential that he should have a thorough knowledge of her sphere 
of work. 

The physiology of the puerperium is dealt with by Dr. Fromme in a very careful 
and masterly way. The involution of the uterus, the secretion of the lochia, the 
mammary phenomena, the circulatory and alimentary changes are all discussed in 
detail. No very novel suggestions or theories are put forward, but the topics are 
discussed with great fullness of knowledge. In a similar way the physiology of the 
infant is dealt with in elaborate detail. 

The second section of the monograph deals with the pathology of the puerperium 
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and naturally the great bulk of it is taken up with the subject of puerperal infection. 
Dr. Fromme first discusses the frequency of puerperal fever and then passes on to 
the subject of the bacteriology of the vagina in pregnancy, and the puerperium, and 
the bacteriology of the uterus in the puerperium. The various organisms which give 
rise to symptoms of infection are discussed and illustrated. 

In regard to the prophylaxis of puerperal infection, which, after all, is the crux of 
the whole matter, it is interesting to observe that Fromme advocates the method of 
disinfection of the hands introduced by Firbringer. This is shortly as follows :-— 
Wash the hands for five minutes in running hot water with soap and a nail brush ; 
cleanse the nails, again wash the hands for three minutes in running hot water with 
soap and brush. Dry the hands with sterilised towel ; wash for five minutes in 70 to 
96 per cent. alcohol and then for two minutes in one in a thousand sublimate solution. 
Fromme also advocates enthusiastically the use of sterilised rubber gloves but of 
course only after the complete and thorough previous disinfection of the hands. 

The different forms of septic infection in the puerperium are fully discussed, and 
the more unusual varieties are not neglected. There are short chapters on the 
occurrence of gonorrhea in the puerperium, and on cystis and pyelonephritis. 

Lastly the puerperal hemorrhages and psychoses are taken up. This last chapter 
is somewhat brief, the mental phenomena being disposed of in three pages. No 
mention is made of eclampsia occurring in the puerperium. 

The various diseases to which the infant is liable during the first weeks of life are, 
of course, not dealt with in anything approaching such fullness as those associated 
with the mother. At the same time the more common troubles, which arise in the 
first few days and which come directly under the observation of the obstetrician, are 
dealt with in sufficient detail. 

The monograph as a whole is an extremely able and masterly one. Such illustra- 
tions as are given are, if diagramatic, at the same time useful and illuminative. As 
a book of reference on practically any subject in connection with the puerperium, it 
will be found of the utmost value. 


A Manvat or MipwiFery, For STUDENTS AND Practitioners. By Henry Jellett, 
B.A., M.D. (Dub. Univ.), F.R.C.P.1., L.M., King’s Professor of Midwifery in 
the School of Physic, Trinity College, Dublin, etc., etc. With the assistance in 
special subjects of W. R. Dawson, M.D., F.R.C.P.I.; H. C. Drury, M.D., 
F.R.C.P.I.; T. C. Moorhead, M.D., F.R.C.P.I.; and R. J. Rowlette, M.D. 
Second Editon. Demy octavo, pp. xiv—1210; with 17 Plates and 557 Illustra- 
tions in the Text. Price 21s. net. University Series. London: Bailliére, 
Tindall and Cox, 8, Henrietta Street, Covent Garden. 1910. 


This second edition of Jellett’s Manual of Midwifery is in an enlarged and 
improved form. Some of the old illustrations have been replaced by much more 
suitable ones, and many new ones have been added. While it is known as Jellett’s 
Manual of Midwifery, it must not be forgotten that Dr. Rowlette has written several 
of the chapters, and in addition he has revised the anatomy and pathology of such 
subjects as Eclampsia, Hyperemesis Gravidarum, Extra-Uterine Pregnancy, Chorion- 
Evithelioma, Vesicular Degeneration of the Chorion and the Surgical Fevers of 
Childbed. Drs. Dawson, Drury and Moorhead are also reponsible for special subjects. 

Many of the subjects have been dealt with very fully, but there are a few which 
have not received the attention they deserve. For instance, the disorders of the 
nervous system as a complication of pregnancy can hardly be said to have been fully 
discussed under the headings of Neuralgia, Insomnia and Longings. What about 
multiple neuritis? It may be somewhat rare, but when it does occur it is a most 
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serious complication. Epilepsy is another subject which is only mentioned in 
connection with the diagnosis of eclampsia, and that terribly fatal condition the status 
epilepticus is not even named. 

The section on traumata during birth is very poor. There is no mention of 
injuries to the eyes. 

In dealing with the treatment of eclampsia, the author states that the solution 
which Jardine, of Glasgow, uses for injection consists of 30 grains of acetate of soda 
to the pint of water. This is not the solution Jardine uses. In quoting another 
man’s views an author should be careful that he does so correctly. 

The book is very well illustrated. In the section on contracted pelves there are two 
interesting skiagrams, one of Naegele’s pelvis and the other of a split pelvis, both of 
which give very clear indications of the deformities present. 


The authors are to be congratulated on the production of such a valuable book 
on obstetrics. R. J. 


Les Grerres OvARIENNES: AN EXPERIMENTAL AND CutnicaL Stupy. By Dr. Louis 
Sauvé. Pp. 94. Paris: G. Steinheil, Editeur, 1909. 

This monograph gives a useful epitomy of ovarian grafting up to date. It is 
intended to review the experimental work done on this subject, and criticises it from 
the point of view of its value in surgery. 

The work of most investigators is fully referred to and given in brief in the form 
of a critical digest. 

The author records six successful transplantations performed by himself. 

He criticises severely the reports and unwarranted conclusions of many inves- 
tigators. 

Reference is made to over 40 recent papers on the subject, only six of which in 
the author’s opinion give reliable results. 

The monograph is well worth reading in that it practically includes all that has 


been done in ovarian grafting, and affords a reliable epitomy of all that is known of 
this subject. 


Tue Practice or Mipwirery, being the seventh edition of Dr. Galabin’s Manual of 
Midwifery greatly enlarged and extended, by Alfred Lewis Galabin, M.A., 
M.D., etc., and George Blacker, M.D., B.S., etc. Illustrated with 503 
engravings. Pp. 1123. London: J. and A. Churchill, 1910. Price 18/- net. 


Dirricutt Lasour: A Guide to its management for students and practitioners. 
By G. Ernest Herman, M.B., etc., with 180 illustrations; new and enlarged 
edition, with added chapters on retroversion of the gravid uterus and puerperal 
eclampsia. Pp. 547. London: Cassell and Company, 1910. Price 12/6. 


Practicat Osstetrics. By E. Hastings Tweedy, F.R.C.P.I., Master of the Rotunda, 
and G. T. Wrench, M.D., Assistant Master. Second edition. Oxford Medical 


Publications. London: Henry Frowde and Hodder and Stoughton, 1910. 
Price 12/6 net. 


Published first in 1886, Dr. Galabin’s manual has been for a quarter of a century 
one of the best known text-books of midwifery. It has been characterized by a 
complete and well-balanced survey of rival theories and methods of practice, and has 
left little to be desired by the student preparing for the higher examinations. It 
has had the statistics and experience of a large maternity clinic to work upon, and 
has been a helpful work of reference for the practitioner. In comparing the seventh 
edition with the first, we find that the original 800 pages have increased to 1100, and 
that a large handsome volume with great typographical advantages lies before us. 
The illustrations especially are increased and improved, and the subject matter has 
been brought up to date. The parts chiefly revised relate to the development of the 
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ovary and ovum, the physiology of the fetus and puerperal state, the lower uterine 
segment, the pathology of eclampsia, hydatidiform mole, accidental complications 
of pregnancy, narcosis in labour, vaginal and extraperitoneal Cesarean section and 
pubiotomy. The revision has been well done, and we consider the present edition 
to be the most complete treatise on Midwifery that any British author has produced 
for many years. The work, which formerly weighed about 14 ounces, now scales 
nearly five pounds. The ordinary student commencing the study of midwifery 
should obtain a much smaller manual and master the essential principles thoroughly, 
then he may go on to Galabin. 

Dr. Herman’s Difficult Labour is a well-known and helpful little volume, 
deservedly popular with the practitioner, with its clear and concise directions for 
dealing with all the chief obstetrical emergencies. Dr. Herman favours a dogmatic 
style which, within due limits, is not out of place in a work of this description. 
The new edition is somewhat enlarged and has additional illustrations, but preserves 
its conciseness and moderate size. 

Drs. Tweedy and Wrench have published under an altered title a second edition 
of a work originally called The Rotunda Practical Midwifery, which was reviewed 
in this Journat in April 1908. As the Rotunda is one of the best known schools of 
obstetrics in the British Empire an account of its methods is of interest to all 
obstetricians, and we have read the new edition through with much pleasure. The 
Rotunda practice seems to be characterized by a concentration of attention on the 
lowering of morbidity as distinguished from mere mortality. The point most 
prominent, next to rigid enforcement of aseptic precautions and the use of external 
palpation for diagnosis, is a general policy of non-intervention where practicable. 
This is illustrated in the postponement of interference in abortion, and its avoidance 
in eclampsia. Accidental hemorrhage is treated by vaginal plugging rather than by 
puncture of the membranes or dilatation of the cervix with evacuation; abdominal 
section is not recommended for most cases of ruptured uterus, and so on. The 
indications for forceps are reduced to a minimum, and we find that forceps was used 
434 times in 11,702 intern deliveries, which is 3°7 per cent., a very low rate If it be 
said that attention to morbidity and other such points is not peculiar to the Rotunda, 
we may remember that in such matters the Rotunda has been amongst the pioneers. 
The chapters relating to the infant and its management are an important part of this 
work. Other points that we notice are the routine use of the dorsal position for 
vaginal examination, the opinion that pressure on the perineum favours laceration 
instead of preventing it, the plan of sucking the new-born child’s mouth clear of 
mucus with a catheter, the avoidance of twisting the membranes in the third stage. 
When a retroverted gravid uterus cannot be reduced because of adhesions the authors 
recommend abdominal section followed by ventrifixation. We note that sym- 
physiotomy has been performed twice and pubiotomy six times in 11,702 deliveries. 
An opinion is expressed as to the safety and utility of glycerine injection with 
certain precautions to induce labour. The forceps recommended is Barnes’ with Neville’s 
axis-tractor. In puerperal sepsis Pryor’s operation of packing the pouch of Douglas 
with gauze is commended ; Schultze’s method is used to the exclusion of Sylvester’s 
in asphyxia neonatorum. We can find no discussion of the use of scopolamine- 
morphine narcosis. The use of undiluted cows’ milk is advocated when the child is 
one month old. The book concludes with tables of the Rotunda statistics from 1903 
to 1909. 

Readers will be quite prepared to defend their own methods where they differ 
from the above, but there is much to be learned from every well-organized and 
well-observed clinic. 

The plan pursued by the writers of describing the Rotunda practice without 
giving, in many cases, any reasons for its adoption, and of passing over without 
notice various well-established methods and appliances, renders the work unsuitable 
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for the general student and less convincing to the practitioner than it otherwise might 
be. 

The divergence of opinions on the treatment of obstetric emergencies is well 
illustrated by comparing the views expressed by the writers here under review. 

In the treatment of accidental hamorrhage Drs. Galabin and Blacker advise that 
the membranes be punctured if labour pains are present, if the patient is not 
collapsed and the os is dilating. If the patient is collapsed, if hemorrhage is severe 
and the os not dilating and pains absent they recommend plugging the vagina, 
qualifying their advice by saying that plugging has been shown to be good treatment, 
but not yet proved to be the best. If bleeding is severe and the membranes are 
ruptured we are advised nct to plug, but to dilate with Champetier’s bag, avoiding 
accouchement forcé. The Rotunda authorities declare that plugging the vagina has 
far greater success than any other method of treatment, and that it is a mistake to 
say that it is contraindicated when the membranes are ruptured, for it is just as 
efficient after as before rupture. The plugging must be thoroughly done by the 
method detailed in their pages. Morphia with atrophine may be given to relieve the 
pain. Dr. Herman advises puncturing the membranes with dilatation if needed, 
followed by forceps or version as indicated. Then he adds: “ Plugging the vagina 
only does good by irritating the cervix and so stimulating the uterus to contract. 
It is a clumsy and painful way of doing this. Tightly plugging the vagina is such 
torture to the patient that you may be sure that if she survives and becomes pregnant 
again she will engage if possible some other doctor to attend her in childbirth. If 
it were certain that this torture lessened the danger it would be your duty to 
insist on it in spite of the patient’s moans, but I know of no evidence that it is so.” 

In regard to puerperal eclampsia, Drs. Galabin and Blacker detail the various 
methods of treatment available. They urge the utility of purgatives, of chloroform 
and morphia. They recommend venesection followed by saline injection and also 
hot air baths. In severe cases the uterus is to be evacuated, the more gradual 
methods being preferable. The value of vaginal Cxsarean section is not proved. 
Drs. Tweedy and Wrench say labour is not to be induced, but the second stage 
should be expedited with forceps. Morphia is to be used, but not chloroform or 
chloral. Starve the patient. Wash out the stomach and give purgatives, and 
irrigate the rectum. Do not sweat or bleed and use saline infusion with caution. 
Dr. Herman is again prepared to say the last werd on the whole subject : “There is 
no treatment which has been proved to have any effect on the course of puerperal 
eclampsia. Whatever kind of meddling is employed, so long as it is not actively 
injurious, the chances are four to one in favour of the patient’s recovery, and the 
patient’s friends will put her recovery down to the particular kind of meddling 
employed.” He condemns bleeding, doubts the use of purgatives, approves morphia 
with some scepticism, considers chloral of doubtful use, thinks baths may sometimes 
be better than nothing and advises against any interference with pregnancy. 
Quot obstetrici tot sententiv, Each authority claims to be supported by statistics. 
Vaginal Cesarean section is described by Galabin and Blacker, but they do not 
commit themselves to a definite opinion on its value, but Dr. Herman declares 
that he has no use for it because he knows of no case in which it would be of 
advantage to a patient to be delivered in half an hour or less, certainly not in 
eclampsia. 

Without claiming authority to settle the difficult question of the treatment of 
eclampsia we have long held that as eclampsia seems to be due to a toxin produced 
only in pregnancy, the early evacuation of the uterus by the less violent methods 
is correct treatment, especially when symptoms are severe and labour not 
commenced, provided that the aseptic technique is trustworthy, and as Galabin and 
Blacker remind us, Zweifel’s collected statistics bear out this view. 

J. B, Heviier. 





